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AN C ficient SURGICAL ENSEMBLE 


.. + that provides dependable cooperation for surgeon and assistants through- 
out the most difficult operating procedures--- 


...the NEW Scanlan-Balfour operating table ..and the Operay Multibeam with flexible 


giving a complete range of surgical posi- swivel offset suspension assuring universal 


tions with innumerable variations; 
swift, accurate, simplified control; 
all adjustments including chair 
positions firmly rigid; fully con- 
cealed oil pumps for elevating 
and lowering table top and for 


adjusting leg section. 


projection of scientific light in- 
cluding extreme angular and deep 
cavity illumination; eliminates all 
necessity for moving operating 


table or patient. 


@ The new Scanlan-Morris catalog of surgical 
equipment, hospital furniture and sterilizers will 
be gladly forwarded to hospitals on request. 


SCANLAN-MORRIS COMPANY 


MADISON, WISCONSIN, U.S.A. 
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Operay Laboratories, Inc. 
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Every doctor sees a wide variety of patients whose reactions to 
an identical treatment differ as much as the patients themselves. To pro- 
vide the doctor with a choice of medication most suitable for the individual 










| case of constipation, Petrolagar is prepared in five types. 
2 hel : : 
The variation of laxative potency of the five types of Petrolagar 
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“ Petrolagar Laboratories, Inc., 8134 McCormick Boulevard, Chicago, Illinois 
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il , Petrolagar is a palatable emulsion of pure liquid 
petrolatum, (65% by volume) and number One Silver 
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The use of Baby-San—pure liquid 
castile soap—in more than 75% of all 
hospitals accepting maternity cases, 
constitutes a most convincing endorse- 
ment of America’s Favorite Baby Soap. 
Pediatricians, obstetricians, nurses, 
and superintendents agree that no 
soap but Baby-San leaves the skin 


> a Ae. 
GABY Sat ZZ, 
SD 3 so soft and free from dryness. 
: Baby-San contains the highest grade 


of edible olive oil. Unlike other soaps, 
no inert substances are ever present 
to irritate the baby’s skin. Never is 
there excess alkali. In one simple 
bathing, Baby-San removes the vernix. 
And when dispensed from the Baby- 
San Portable Dispenser*, it provides 
an economical and sanitary technique 
—unequaled by any other soap. 


That is why Baby-Sanis today acknowl- 
edged as the finest liquid castile soap 
made. American hospitals know that 


*The Baby-San Portable Dispenser is furnished free to Baby-San users. there - nothing just like ri for healthy 
It dispenses Baby-San in just the right amount, thus preventing waste. maintenance of the baby 8 skin. 
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HOSPITAL DEPARTMENT 


Ihe HUNTINGTON => LABORATORIES /nc 


DENVER HUNTINGTON.INDIANA TORONTO 


HOSPITALS 





THE CONTERMTS 


October, 1936 


SPECIAL ARTICLES 
The Hospital’s Place in Our Communities 
’ Honorable Newton D. Baker 

Presidential Address 

Robin C. Buerki, M.D. 
Some Practical Aspects of the Curriculum for 

School of Nursing 

Effie J. Taylor 

Newer Methods of Teaching in Schools of Nurs- 


Sister Mary Therese, R.S.M. 
Report of the Committee on Resolutions 
Denver Children’s Hospital Builds Highly Spe- 
cialized Unit for Care of Crippled Children. . 
Burnham Hoyt and Robert B. Witham 
American Hospital Association Objectives for 


C. W. Munger, M.D. 
How to Get a Dollar’s Worth Out of the Power 


24 


27 


29 


35 


Do Fro areata ek care ae eee eee clare Stree : 


Philip W. Swain 
The Care of the Indigent Sick 
The Small General Hospital 
W.S. Rankin, M.D. 
Relation of the Surgeon to the Hospital 
Max Thorek, M.D. 
Memorials of the Springfield Hospital 
Eugene Walker, M.D., C.M. 
On the Operation of a Work Room, with Special 
Reference to Sterilizing Processes 
Lyla C. Belding, R.N. 
Ancient Diet Tables and Hospital Rules 
John N. Hatfield 
The Thirty-Eighth Annual Convention of the 
American Hospital Association Comes to a 


Charitable Hospitals Must Apply for Exemption 
from Taxation Under the Social Security Act. 
Hospitals and Workmen’s Compensation 
John E. Ransom 
The American College of Surgeons Will Present 
Excellent Program at Philadelphia, October 


The Management of Municipal Hospitals 
R. C. Woodard, M.D. 
Observations on Patients in Air Conditioned 
Hospital Rooms 
Mathew N. Hosmer, M.D. 
Use of Tax-Free Aleohol by Clinics 
Hospitalization of Industrial Patients 
C. N. Carraway, M.D. 


October, 1936 


The Future of the Nurse Anesthetist 
Walter S. Goodale, M.D. 
Legal Decisions of Interest to Hospitals 
A Study of Laundry Costs at the Paterson Gen- 
eral Hospital 
Edgar Charles Hayhow 
Practical Utilization of an Out-Patient Depart- 
ment in the Training of Interns 
Emanual Giddings, M.D., and Nathan 
Smith, M.D. 
Joining Hands 
Melvin L. Sutley 
A Nurse and Executive Speaks...... PAT RN 121 
Rosa A. Saffeir, R.N. : 
The Hospital and Its Business Relations with the 
PROBS 6's See ae $3 Vek seas eet ace 122 
Nina Draxten 
How Lincoln Hospital Trains Interns to Recog- 
nize the Social Aspects of Medicine......... 124 
Eunice W. Haydon 
List of Committees of the American Hospital As- 
sociation, ISGG-AGST | oouc. iss oebnoucantee 130 


OF INTEREST TO THE ADMINISTRATORS 


Photograph of Our President-Elect 

No Federal Funds for Hospitals 

The Michigan Medical Association Honors Dr. 
T. K. Gruber 

Hospitals and Our Social System............. 34 

Hospital Council of Brooklyn 

Alumni of the Institute for Hospital Adminis- 
trators 

Questions and Answers 

Wesley Hospital Receives Annual Allotment... 56 

Our Proprietary Hospitals 

Applications Received for Institutional Member- 
ship 

The Hospital Book Shelf 

Our President-Elect 

Of Special Interest to the Buyer.............. 128 

Association of Record Librarians of North 
America—Eighth Annual Conference 


EDITORIALS 


Editorials 
The Cleveland Convention 
Team-Work 
Hospital Service Plans 
International Hospital Relations 
The Education of the Hospital Administrator 








AMONG OUR CONTRIBUTORS 





Hen. Newton D. Baker—This distinguished 
philanthropist, jurist and citizen in his banquet ad- 
dress before the Cleveland Convention defines the 
hospital’s place in the community. As the leader of 
the nation-wide movement for the “Mobilization for 
Human Needs” Mr. Baker speaks with authority on 
all matters relating to our hospitals, voluntary as 
well as governmental. 

as SS 


Robin C. Buerki, M.D.—This leader of hospital 
thought delivers his Presidential Address before the 
Thirty-Eighth Annual Convention of our Associa- 
tion in Cleveland. His careful analysis of hospital 
performance is a study of particular interest to the 


hospital field. 
& & & 


Miss Effie Taylor—A leader in nursing educa- 
tion, Dean of the School of Nursing of Yale Uni- 
versity and past president of the League of Nursing 
Education, Miss Taylor analyzes the modern educa- 
tion of the nurse in her article. 

es SF 


Sister Mary Therese—Nursing Education is of 
large interest to the public, the medical profession 
and the hospitals which maintain schools of nursing. 
No leader in nursing education speaks with a deeper 
knowledge or a better understanding of all the 
elements which combine in the education of the nurse 
than Sister Mary Therese of Mercy Hospital. Her 
contribution, “Newer Methods of Teaching in 
Schools of Nursing,” is a thoughtful analysis and a 
careful evaluation of teaching methods. 

es SF 


Burnham Hoyt and Robert Witham — The 
architect and the superintendent of Denver Chil- 
dren’s Hospital describe in detail the modern thera- 
peutic installation in the new Tammen Unit for Crip- 
pled Children. 

& & & 

C. W. Munger, M.D.—The incoming President 
of the Association on assuming his office outlines a 
sound policy and an advanced program for the As- 
sociation for the coming year. He emphasizes the 
Association’s widening activities. 

ss 


Phillip W. Swain—The mechanical engineering 
world has been greatly indebted to the work and re- 
search of the eminent editor of Power. His article, 
“How to Get a Dollar’s Worth Out of the Power 


Dollar” should be carefully studied by administra- 
tors and plant ac 


se 


W. S. Rankin, M.D.—No one knows the small 
hospital better than this eminent Director of the 
Duke Foundation. He is intimately concerned with 
their administration and their development. Dr. 
Rankin’s splendid contribution is a classic. 

es S 


Max Thorek, M.D. — This internationally 
known surgeon and a director of an approved hos- 
pital understands the relations of the professional 
staff and the administrative side of the hospital. 
His article will be of interest to the medical staff and 
to the administrators of our hospitals. 

es 

Eugene Walker, M.D.—The well-known ad- 
ministrator of Springfield Hospital brings a new idea 
to the hospital field in his article. 

es SS 


John N. Hatfield—The administrator of the 
oldest hospital in the United States takes us back 
one hundred and fifty years, in his interesting con- 
tribution on “Ancient Diet Tables and Hospital 
Rules.” 

se SF 

John E. Ransom—The Assistant Director of 
Johns Hopkins Hospital analyzes the compensation 
laws of the Federal Government and all of the States 
in his article. 

es & 

Mathew N. Hosmer, M.D.—Dr. Hosmer pre- 
sents a subject of large interest to medical men, as 
well as hospital administrators in his contribution. 

s&s © 


Walter S. Goodale, M.D.—The distinguished 
director of the Buffalo City Hospital, a leader of the 
medical profession of his state, writes convincingly 
on “The Future of the Nurse Anesthetist.” 

es Ss 


Edgar C. Hayhow—An interesting study on 
Laundry Cost at the Paterson General Hospital with 
conclusions and recommendations resulting from the 
study is presented by Mr. Hayhow in his article. 

es Ss 


Other contributors are C. N. Carraway, M.D., 
Melvin L. Sutley, Miss Nina Draxton, R. C. Wood- 
ard, M.D., Emanual Giddings, M.D., Miss Rosa A. 
Saffeir, R.N., Miss Belding and Miss Eunice W. 
Haydon, R.N. 





Published the first of each month by the American Hospital Association. 


Vol. 10 HOSPITALS No. 10 
The Journal of the American Hospital Association 


Editor, Bert W. Caldwell, M.D. 


Advertising Manager, Hubert J. Mayrand 


Executive, Editorial, and Business Offices 


Publisher 
AMERICAN HOSPITAL ASSOCIATION 
18 E. DIVISION STREET, CHICAGO, ILL. 
Telephone, Superior 1872 
Published the first of each month at 210 South Desplaines Street, Chicago. 
Copyright 1936 by The American Hospital Association. Entered as second class matter 
January 9, 1936, at post office at Chicago, Illinois, under the Act of March 3, 1879. 
Subscription Price: To members, $2.00 a year—to non-members, $3.00 a year. 


Printed in U. S. A. 





HOSPITALS 








cy oe 


BAPTIST 
MEMORIAL 
HOSPITAL 


MEMPHIS, TENN. 














AMERICAN KNY-SCHEERER OPERATING TABLES 


The most flexible table available. Controlled entirely 


from the head end. 


AMERICAN LUMINAIRE SURGICAL LIGHTS 


More light— Better quality light—Less heat rise. 


Thoughtful owners appreciate the factor of dependability that has made 
American sterilizers famous. With a feeling of confidence they standardize on 


American products— 
STERILIZERS * WATER STILLS * BEDPAN WASHERS 
SURGICAL LIGHTS * OPERATING TABLES 


e@ ERIE, PENNSYLVANIA @ 


Tele) Boston ° Agencies Tam alalal olelms 


Tato Lalaamelale m>i-11 0m Gio ren 





Index of Advertisers 


A M 
American Journal of Nursing Mallinckrodt Chemical Works 
American Laundry Machinery Co Master Bedding Makers of America 
American Sterilizer Co. Medical Bureau, The 
Applegate Chemical Co Mueller & Co., V 


Castle Co., Wilmot Nurse Placement Service 
Chain Tape Venetian Blind Co re} 
Classified. Advertising Onondaga Pottery Company 


Pp 
Petrolagar Laboratories, Inc 


Ross, Inc., Will 


Scanlan-Morris Company 
Sexton & Co., John 

Squibb & Sons, E. R 
Stickley Brothers Corp 
Stopperless Water Bottle Co 


Hall & Sons, Frank A 
Hospital Liquids, Inc 
Huntington Laboratories, Inc., The 


Karr Co., Charles 
Kendall Company, The 


Vv 
Vestal Chemical Laboratories 


ae 
Williams & Company, C. D 
Wilmot Castle Company 


SUUCCECECUCUCEEEEOOUUOEEEEUEUUUUCREECEOUUUCCCEEEECUOCOSOOEOEOOECCCEEEROUOOOEOEDEOOOOUOCOAEEEOOEEOUUOEEEOOOOUCOOODEOOOOOOUGOROOOOOUUCOOOOUOOOOOUCGROSOOOOUCCOROREOOD = 


Floating Spring 
HAS Them: 


Superlative Comfort to patients of 


every weight, in any position .. . 
utmost wearing qualities .. . 


SUPGRAGAUARAUDOODAGOUDAORUOUDAOORORDRUROAAOUOAONUOEODAGNREOORODOORODAOOOOAORNOAOOOOOR ORONO DRORNOROONONROOONOONOE 


“4 


a 


It took years to perfect the pres- 
sure and tension springs that make 
the new Gatch-type Floating Spring 
by Hall. Finely tempered, hour- 
glass shaped coils make the super- 
elastic cushion. Highly sensitive, 
sturdy coils at the sides react to 
every weight and position. 


Not one cross support exists in the 
entire spring. Metal links support 
the cushions top and bottom, al- 
lowing free play for all convolu- 
tions, even permitting them to 
pass through the ends. Every coil 
is always upright. 


Finished in rustproof cadmium 
plate. New “loose link” raising 
device; and hinge which prevents 
bed shortening. Hall “lastingly 
rigid” corner lock. Send for de- 
scriptive circular about the new 
Floating Spring and specially de- 
signed mattress for it. 


FRANK A. HALL & SONS, New York, N. Y. 


Office: 118-122 BAXTER STREET 


Salesrooms: 25 WEST 45th STREET 


MEMBER OF HOSPITAL EXHIBITORS ASSOCIATION 


rm 


HOSPITALS 





utity 


SUTURES 


RTT MANUFACTURED 
TO ELIMINATE VARIABLES IN THE PRODUCT 


LEWIS MANUFACTURING CO. Divisien of Tut KENDALL Company WALPOLE, MASS. 


October, 1936 





OUR PRESIDENT-ELECT 


ROBERT E. NEFF 
Administrator, University Hospitals, University of Iowa, Iowa City 


HOSPITALS 























SEVEN REASONS WHY THE READERS OF 
*“HosPITALs”’ AND MEMBERS OF THE 
AMERICAN HOSPITAL ASSOCIATION 
SHOULD PATRONIZE OUR 
ADVERTISERS 


» » FIRST « « 


EVERY advertisement that now appears, or which at any time will appear, in 
HOSPITALS is carefully examined by our Editorial Council. 


» » SECOND « « 


ONLY reputable firms, manufacturing products of proven value to the hospital 
field and who conduct their business in an ethical manner, are invited to use its 
advertising columns. 


» » THIRD « « 


THE American Hospital Association stands squarely behind every firm who 
advertises in HOSPITALS, and warrants the quality of the merchandise adver- 


tised. 
» » FOURTH « « 


OUR advertisers make the publication of your magazine possible. They are 


entitled to your patronage. 
» » FIFTH « « 


HOSPITALS admits no advertisement that in any way misrepresents the prod- 


uct advertised. 
» » SIXTH « « 


THE three thousand hospitals, to which HOSPITALS is sent each month, and 
a majority of which are members of the American Hospital Association, want 
honest merchandise, ethically produced and marketed, by reputable firms, and 
advertised in a publication that exercises every care in editing its advertise- 


ments, 
» » SEVENTH « « 
THE readers of HOSPITALS appreciate that the purpose of HOSPITALS is 


educational, and not commercial, and that its advertising columns have an 
educational value in a like manner, and to the same degree as its editorial 
columns. 





PATRONIZE the advertisers who make your publication of 
value to you, and mention HOSPITALS in your correspond- 
ence with them. 

















October, 1936 











TWO CASES 


and a 


Ninety years ago — on October 16, 
1846, in Massachusetts General Hospital, 
Dr. J. C. Warren performed for the first 
time before a professional group, an op- 
eration under ether with Dr. W. T. G. 
Morton administering the anesthetic. 

Recently, to the busy accident ward of 
a large city hospital came a girl of six with 
her beloved spaniel who had an injured 
paw. The interne accepted the patient 
and, after treating the dog until it was 
cured, sent the happy pair on their way.* 

These two cases seem to have little in 
common. The first made history—brought 
relief from pain to the suffering, and 
world-wide recognition to Drs. Warren 
and Morton. The second brought happi- 
ness to a child. Yet both of these cases are 
typical of the service which hospitals ren- 
der to their patients. 


Dr. Morton did not use Squibb Ether, 
for it was not until the year 1852 that 
Dr. E. R. Squibb perfected his still for 
the continuous distillation of ether by 
steam. Dr. Squibb’s achievement made 
ether safe for anesthesia. Today, after 
84 years of use in millions of cases, Squibb 
Ether is still recognized by surgeons and 
anesthetists the world over for its high 
purity, uniformity and efficacy. 

Time has seen the introduction of hun- 
dreds of other Squibb Chemicals, phar- 
maceuticals, biologicals, glandular and 
vitamin products—all of them used ex- 
tensively and with complete confidence 
and satisfaction. E. R. Squibb & Sons shall 
continue its cooperation with medical sci- 
ence in the conquest of disease and, in so 
doing, will maintain a tradition which 
was established in 1858. 


E-R: SQUIBB & SONS 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 


* Modern Hospital, 47:34 (July 1936). 
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The Hospital's Place in Our Communities 


M.. PRESI- 


DENT, members of 
the American Hos- 
pital Association, 
Ladies and Gentle- 
men — Never hav- 
ing been a doctor 
or a superintend- 
ent or a nurse or 
an orderly, or even 
a patient in a hos- 
pital, you may be 
disposed quite 
properly to inquire 
why I had the te- 
merity to accept an 
invitation to ad- 
dress you; and | 
should not have 
had the courage to 
accept that invita- 
tion, except that I 
felt under a com- 
pulsion to express, 
in the most public 
fashion, a_ grati- 
tude that has been 
warming my heart 
for sixteen or 
eighteen years to 
the medical profes- 
sion and to the 
nurses, and to the 


HONORABLE NEWTON D. BAKER 


Cleveland, Ohio 


ization in the hos- 
pitalization of the 
sick, which I owe 
because of . what 
took place during 
the War. The 
Japanese were the - 
first people in re- 
corded history to 
conduct a great 
war and at the end 


| have their battle 


deaths exceed their 
deaths from civil- 
ian diseases. In 
every war until the 
Japanese - Russian 


-War, the death 


rate for battle 
wounds was lower 
than the death rate 
from camp dis- 
eases. In the Jap- 
anese War, as I re- 
call the figures 
they were about 
twenty-five per 
thousand’ each. 
From that time 
until now, savage 
and cruel as war 
is, and extraordi- 
nary as are the 


spirit of modern- Honorable Newton D. Baker, Our Guest Orator lethal devices 
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which men have created by the application of science 
to the art of destruction, it is still happily true that 
our doctors and our nurses have learned how to take 
care of the sick and the wounded so that the ap- 
palling total of battle deaths is more now than 
those from preventable causes. When we went 
into the World War, our first task was to build 
camps and cantonments. They were cities of per- 
haps 40,000 people each. There were thirty-two of 
them in all, and they were scattered in various parts 
of the country, for the most part located, for cli- 
matic reasons, in the South. To build a camp or 
cantonment we selected, in a place remote from a 
city, usually, a virgin forest, cut down the trees, 
cleared out the underbush, and built there, practi- 
cally from the beginning, a city with all of its serv- 
ices, that would be a habitable and safe living place 
for forty thousand men gathered from all manner 
of homes and from all sorts of social conditions. 
I very well remember when the plans for those 
camps were well along, that the assistant chief of 
the general staff, a man of enormous intellectual 
capacity—I am referring to General Bliss—came in 
to me one day with a great bundle of plans under 
his arm, laid them down on my desk and said, 
“Mr. Secretary, I think the doctors in the army 
have completely lost their sense of proportion. 
These are the plans they have drawn for the camp 
hospitals, and they couldn’t be justified upon any 
other hypothesis or theory than that the doctors 
expect the men in the army, all of them, to spend 
at least half of their time in the hospitals.” He 
said, “I recommend that you send these plans back 
to the doctors, and tell them to cut them at least in 
half.” And I said, “Sit down, General Bliss. I 
have a vague recollection of the Spanish-American 
War, and I am perfectly certain that I will never 
be blamed for building too many hospitals, but I 
have a grave apprehension that I might be hanged 
if I built too few. The only change I would be 
willing to make, of my own motion, in the plans 
which the doctors have submitted, is to double 
them.” 

General Bliss was a thoughtful and wise man, 
and he smiled, acquiescing, and therefore we had the 
plans for the hospitals which were provided by the 
medical staff. Of course we ran into an epidemic 
of influenza, a strange disorder of unprecedented 
virulence, and in some parts of the country un- 
doubtedly we had to use barracks buildings in addi- 
tion to the hospital, but in the main the hospital 
service which was provided by the doctors and 
nurses and the hospital! intelligence of the United 
States, was, I think, as handsome and as perfect as 
there was in the whole mobilization conducted by 
the United States in those extraordinary days. 
When the army went overseas, the same sort of 


adequacy was characteristic of the provisions made 
by the medical men, and I think you will not be 
surprised to know that it was thus adequate, when 
I tell you who were the consultants that were pro- 
vided for it. At the head of that group was Dr. 
Gorgas, the surgeon-general of the Army, about 
whom I want to say a word in a moment. He had 
as his advisers, Doctor Mayo, Doctor Welch of 
Johns Hopkins Hospital, “Popsy” Welch, as we 
called him, Doctor Longcope, and one or two others 
whose names have escaped me at the moment. I 
made a visit with them to a great many of the camp 
hospitals, and their activity, their zeal, their deter- 
mination that the medical art, in its various aspects, 
from the doctor through the nurse in the hospital 
should prove an adequate service to the nation, 


_was one of the most inspiring, patriotic services I 


saw rendered at any time. And now just a word 
about Doctor Gorgas. Dr. Gorgas, I am sure, was 
one of the greatest men who has ever lived in the 
United States. He was, like all great men, exceed- 
ingly simple. Sometimes when you talked with 
Gorgas you felt that he was a little shy, he had al! 
the sweetness of a child, and yet he had the wisdom 
of a highly experienced, highly trained, and deeply 
learned man. He was responsible for the elimina- 
tion of yellow fever. I am sure some of you will 
recall that when he was asked to clean up Havana 
in our occupation there, the first thing he asked 
was, “Was it known what carried yellow fever?” 
and he was told, yes, “an old Spanish doctor with 
an Irish name had discovered that the Stegomyia 
mosquito carried yellow fever and Gorgas said, 
“That’s very good, we now know what carries 
it, we will kill the mosquito.” The direct- 
ness of genius. And so the Havana newspaper 
came out with cartoons of dear old Dr. Gorgas with 
a butterfly net chasing a mosquito here and there, 
and there was great hilarity, I am sorry to say, 
shared by the medical profession, at the simplicity 
of the suggestion that he should kill the mosquitoes 
in a place as large as Cuba, but he was unabashed, 
he said: “We will kill all we can see; they breed 
some place, we will find out where they breed and 
prevent the multiplication of the mosquitoes and 
finally destroy the pests.” And that is what was 
done. And then he was sent to Panama, and the 
Panama Canal could never have been built by white 
men if it had not been for the work of Dr. Gorgas 
in clearing up the chagres fever and the yellow fever 
of the jungle; and that put the idea in his mind 
that it was not necessary to have yellow fever any 
more, and he started out to eradicate the foci of 
infection wherever found, and just before he died, 
after he had retired from the Army, he came into 
my office one day and said: “Mr. Secretary, I am 
now going to Africa where there is one focus of 
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infection of yellow fever still left in the world. 
I am going there for the Rockefeller Foundation. 
I am going to eradicate it, and when that is done, 
yellow fever will be a historical disease, people will 
know about it only by reading about it in the books, 
it will be impossible for it ever to become active 
again on the earth.” 

He died in London before he got to Africa. As 
I recall it, one of his associates went there and fin- 
ished the job. His body was sent back on a man- 
of-war by the British as a tribute to his great serv- 
ice, and in Washington a memorial meeting was held 
at which there were representatives, specially desig- 
nated, of every South and Central American coun- 
try in this hemisphere; I think there was forty or 
fifty of them. I presided, and each one of those 
foreign representatives was asked to make a five- 
minute speech, and each of them confined his speech 
to telling how many hundreds of thousands of per- 
sons died annually in their country of yellow fever 
before Dr. Gorgas eradicated it, and when it was 
all added up with a pencil and paper—I kept a 
rough tally—I think I am wholly within bounds 
when I say that the testimony of that meeting, in 
memory of that simple gentleman, was that by his 
efforts, by his enthusiasm, by his simplicity, by his 
persistence, he had saved the human race a million 
deaths a year. Now, perhaps, I may.tell you an 
amusing story about him. 

I would like to fasten Gorgas on the memory and 
imagination of America if I can, and maybe this 
will help. One day he came into my office 
inexpressibly saddened, looking most depressed, 
and I said: “Good gracious, General Gorgas, what 
has happened?” “Oh, Mr. Secretary, he said, 
“T have lost every friend I had in the medical 
profession.” I said: “That is a very sad thing, 
what have you done?” “Well, he said, you know 
when we first went into this war I sent to all my 
friends, the great surgeons of America, and asked 
them to send me their first assistants and under- 
studies, and they came down and I made them 
colonels, and lieutenant colonels, and after a while 
we needed to enlarge the Medical Corps, and I sent 
back and said: ‘Send me your second best men.’ 
And they sent them and I made them majors and 
captains ; and now the war has gone so much larger 
that I sent to these men and I said: ‘Don’t send 
me any of your subordinates, come yourselves.’ 
And they are all here and I have nothing to make 
them but first and second lieutenants.” 

I said: “Of course, General Gorgas, that may 
seem very serious to you military people, but I can- 
not imagine that doctors care very much whether 
they are generals or lieutenants, they probably don’t 
know much about it; it will be quite all right.” 
And he shook his head as though I were a very 
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young and innocent person and said: “If that is 
the way you feel about it, you little know human 
nature, you never can count on men; human nature 
is the great puzzle, the unsolved puzzle. You see 
people who are unfretted and unannoyed by the lit- 
tle happenings of life, and you expect them to be 
equal to anything, and yet when a great emergency 
comes, they flatten right out ; and you see other peo- 
ple who are easily teased and you don’t expect much 
of them, and when a great emergency comes they 
just rise to the occasion and meet it. 

“Take me, for instance; when Mrs. Gorgas and 
I were young people and sweethearts, our friends 
were very happy about our approaching wedding 
and gave us all sorts of parties. On the evening 
before the ceremony we had a full dress rehearsal 
and it went off beautifully, but the next day, when 
I stood up in front of that preacher and he looked 
at me very solemnly and said: ‘William, dost thou 
take this woman to be thy wedded wife for better 
or worse till death do you part?’ Will you believe 
it, I looked that preacher stupidly in the face and 
said: “Repeat that question, please.’ ” 

And now, having expressed, and I hope I have 
adequately intimated if not fully expressed, my sen- 
timents of gratitude and obligation to those who 
helped to make the Army what it was, the sanest, 
soberest, and best-behaved body of men that ever 
was on this planet, may I turn to another thought? 

After the war was over, we sent abroad Colonel 
Haskell of the Army, who was sent as the repre- 
sentative of America to feed the hungry wherever 
they were hungry, and he traveled through all the 
countries, beginning in Belgium, going around 
through Russia and through the Balkan States into 
the Levant, and finally going to Armenia, and when 
he came back he came to my office and said: “Mr. 
Secretary, I have discovered the measure of civiliza- 
tion. People have been wondering how can you 
say that this civilization is higher than that? What 
standards shall we have? What measure shall we 
apply to determine the question as to whether one 
civilization is higher than another? I have discov- 
ered the answer. It is not books, it is not culture, 
it is not pictures, it is not music, and above all things 
it is not arms and armaments, but the measure of 
civilization is the degree to which the human in- 
stincts are developed among the people.” 

And then he illustrated that. He said: “In some 
of the countries in which I have been there were 
starving babies, and we have been supplying milk 
to those starving babies, and we have had to have 
native girls to do the nursing, and we had to have 
military guards to keep the girls from stealing the 
milk from the babies. Now, he said, wherever that 
is possible you have perhaps the lowest standard of 
civilization, the lowest development of civilization. 





And then, as I traveled from that country through 
Eastern Europe, Central Europe, and Western Eu- 
rope, and finally got back home I suddenly realized 
that I had witnessed a rising and ascending scale 
in the degree in which the human virtues persisted 
or obtained among the peoples among whom I had 
traveled, and when I came back to the United States 
and found these great hospitals, when I found on 
every hillside near large cities great hospitals, and 
near small cities small hospitals, and when I real- 
ized the significance of the care that was given in 
those institutions, the research carried on for the pro- 
longation of human life, the care and solicitude for 
the amelioration of human suffering, I said to my- 
self by the highest standard man can apply, my 
country is the most civilized country in the world.” 

Now we have developed in this country these 
great institutions, and I have been, in a way, con- 
nected with what is called the “Mobilization for 
Human Needs.” Each year a group of us center- 
ing in New York, have undertaken to advertise to 
the people of the United States the wisdom and 
necessity of supporting their community chests, and 
so I have had occasion to go from one community 
to another where community funds were in exist- 
ence, or wherever methods of raising from private 
scurces support for public institutions were fol- 
lowed. And again this year we are engaged in the 
same sort of thing; and always in that mobilization 
program, always in the appeal which is made and 
which ought to be made, and which I am trying to 
make tonight, over this radio, because you don’t 
need the appeal, but the appeal which we have made 
year after year has been predominantly to arouse 
the American people to an appreciation of the serv- 
ice, the possibilities of service that are involved in 


the hospitals which you men and women are so pro- 
foundly interested in, and I want to say over the 
radio that every citizen in every city where there is 
to be a campaign this fall for community funds, 
ought to inspect the lists of the things that are ten- 
dered to him for his support, and ought to realize 
that upon the individual’s shoulders rests the re- 
sponsibility for the maintenance and the progress 
of this great institution, the American Hospital. 

They are, of course, all the things I have said. 
They are the places where the sick are cared for, 
where pain is relieved, where the human element is 
introduced in the tenderest and most considerate 
sort of fashion, where the sick are surrounded with 
amiable and delightfu! association and pleasant en- 
vironments; but more than that, they are the great 
research institutions of the medical profession, and 
I hope that they will long remain in large part pri- 
vate hospitals, supported by tne benevolence of the 
many, guided and directed by the intelligence, the 
highest intelligence, of the medical profession. 

And that is what they have hitherto done in the 
way of prolonging human life, relieving these dis- 
abilities which make life a miserable struggle and 
enabling those who are burdened by physical dis- 
abilities and agonies of one sort and another, to re- 
sume their place joyfully in the march of their fel- 
low citizens, and share in the public life of the coun- 
try. I hope that what they have in the past been 
able to do is only an example of what they may be 
able to do in the future, and when you have another 
reunion of this Association I hope a new high water 
mark will have been set and the American Hospital 
Association will feel that some grateful person 
ought to put fresh laurels on its brow. 








No Federal Funds for Hospitals 


“The work of the voluntary hospitals deserves spe- 
cial consideration in every community chest drive. 
Not one dollar of federal emergency funds has been 
used to provide hospital care for the unemployed. 
Some medical care has been given with these funds 
in the homes of patients and in doctors’ offices, but 
hospital care of the needy sick through the depres- 
sion has been given as heretofore. This is a real 
tribute to the work of these hospitals, to the com- 
munity interest in meeting the huge increase in 
demands upon it. 

“More than half of this care in general hospitals 
has been from voluntary funds. Many hospitals and 
dispensaries have been overloaded. I have seen 
patients, the sick, the halt, the blind, lined up for the 
length of a city block, waiting to get into a crowded 


dispensary. In this dispensary the doctors have 
given their professional services almost entirely with- 
out compensation. The American people owe the 
physicians a real debt of gratitude for the services 
which they are giving. In many instances these 
young physicians are not much better off financially 
than the patients to whose needs they were minister- 
ing. 

“If sickness occurs in the family of any of the 
3,000,000 people employed by the government on 
the WPA program (there is no federal provision for 
their care), they must be taken care of either by the 
local welfare officer, already overloaded, or by the 
voluntary hospitals.” 


From the printed Proceedings of the Washington Confer- 
ence, September 17-18, 1936, Mobilization for Human Needs. 
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Presidential Address 
ROBIN C. BUERKI, M.D. 


State of Wisconsin General Hospital, Madison, Wisconsin 


T HIS IS A 


home coming. The 
American Hospi- 
tal Association has 
come back to the 
place of its birth. 
In September, 
1899, Dr. James S. 
Knowles, superin- 
tendent of Lake- 
side Hospital, 
called together a 
few of the super- 
intendents from 
Detroit and Buf- 
falo for the first 
meeting of our 
organization. He 
served as president 
for the first two 
years, a distinction 
that has come to 
none of his succes- 
sors. 


Since the begin- 
ning Cleveland has 
played a prominent 
part in the devel- 
opment of the 
Association. The 
Honorable Howell 
Wright, one time 
superintendent of 
the City Hospital, 
served as part time 
secretary for one 
year. He originat- 
ed the Cleveland 
Hospital Council, 


hospital and social 
development shows 
that Cleveland has 
been fortunate in- 
deed in the social 
minded viewpoint 
of her outstanding 
citizens. At the 
turn of the cen- 
tury, Tom L. 
Johnson, who, in 
the course of re- 
making Cleveland 
into a “City on a 
Hill,” did not 
overlook her hos- 
pital needs. He 
paid particular at- 
tention to the de- 
velopment of ade- 
quate care for pa- 
tients suffering 
with tuberculosis 
and contagious dis- 
eases. 


Stil another 
tribute that should 
be paid to Tom L. 
Johnson is that he 
inspired one of his 
young disciples to 
dedicate his life to 
community service. 
I refer to the Hon- 
orable Newton D. 
Baker. His social 
mindedness an d 
record of commu- 
nity service is felt 
not only in Cleve- 


the first in the R. C. Buerki, M.D. land, but through- 


country. Dr. A. R. 

Warner, superintendent of Lakeside, was president 
and later became the first full time secretary of the 
Association. 


Hospital Development in Cleveland 
A brief review of the important phases of both 


Delivered before the convention of the American Hospital 
Association, Cleveland, September 29, 1936. 
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out the entire 
world. His record of service is far too long to be 
detailed here, but it is fitting to hark back to the days 
when Mr. Baker twice served as Cleveland’s mayor 
and to recall how, during that period, he safeguarded 
and fostered the interests of the City Hospital. 


For a long period of years, whenever a group or 
committee met in Cleveland to discuss community 





aspects of hospital work, the Right Reverend C. H. 
LeBond, now bishop at St. Joseph, Missouri, was 
present to give them the benefit of his advice and 
encouragement. 


Samuel Mather, social minded genius, most gen- 
erous philanthropist, to you, indeed, is Cleveland 
grateful. Your leadership rallied around you a 
group of thoughtfully constructive citizens who saw 
fit to build and endow the great Western Reserve 
University Medical School and the Lakeside Hos- 
pitals. Your thirty-two years of service as presi- 
dent of Lakeside stands as silent testimony of your 
never flagging interest in the hospital as an agency 
for social betterment. 


One cannot pay proper tribute to the social mind- 
edness of Cleveland’s citizens without recalling the 
philanthropies of Charles L., Henry C., and Nathan 
G. Richmond. Their broad interests and many gifts 
made generous provision alike for Catholic, Protes- 
tant, and Jewish organizations. 


Whenever hospital development in Cleveland is 
mentioned, we cannot forget our beloved Frank E. 
Chapman. His untimely death five years ago took 
from the hospital field an active executive and an 
authority on hospital administration. To have 
known Frank Chapman was indeed a rare privilege. 


We can well take Cleveland as an example of the 
benefits that can accrue to the inhabitants of a com- 
munity when a socially responsive group of citizens 
work hand in hand with hospitals and social agencies 
toward the solution of their many and varied prob- 
lems. 


Hospital’s Service to the Public 


While I am second to none in my admiration for 
what hospitals have done for their communities in 
the last fifty years, a statesmanlike view of the whole 
hospital situation can only lead to the conclusion 
that much still remains to be done. From a broad 
point of view we are concerned primarily with peo- 
ple’s health and what our institutions can do to im- 
prove it. We have a hospital plant worth approxi- 
mately three and a half billion dollars. Our 
endowments and other resources bring the total in- 
vestment that has been placed in our keeping to ap- 
proximately four billions. Is this huge sum deliver- 
ing to the public who provided it the maximum of 
dividends in terms of service? I am afraid our 
answer must be “No.” 


By historical accident, general hospitals have been 
primarily surgical workhouses—we have largely neg- 
lected the non-surgical case. Yet the non-surgical 
case now offers greater opportunities for improve- 


ment in public health than the surgical case. How 
many of us today are using our resources for pre- 
ventive medicine to the fullest? What are we doing 
to wipe out low grade infections, physical, and men- 
tal maladjustments, and sub-acute illnesses that take 
such terrific toll in reduced efficiency as well as re- 
duced resistance to acute diseases? How many of us 
have twenty—even fifty per cent of our beds occu- 
pied? How many hours out of the twenty-four are 
we utilizing fully our x-ray equipment, our diag- 
nostic laboratories, our operating rooms, our out- 
patient department facilities? Do we restrict the 
use of our facilities so that doctors find it desirable 
to provide x-ray machines, autoclaves, and labora- 
tory instruments in their own offices which also must 
be idle a greater part of the time? Does this not 
also constitute another duplication of investment? 
This idleness of capital is true waste. Our money 
was given to us by the public; therefore, our respon- 
sibility to avoid the waste of it is increased rather 
than decreased. 


Hospital Service for the Future 


This is not the time to attempt to outline in any 
detail the steps to correct such waste, but we may 
take a few steps in this direction. We should ex- 
tend our ambulatory service by making it possible 
for physicians to see their private patients in the 
hospital and utilize fully the hospital’s facilities for 
these patients. We should examine the work of 
every department of our institution to ascertain 
whether we cannot make present equipment and 
space more socially productive. This should bring 
down our costs and thus tend to remove the present 
necessity for increased costs to our patients, due to 
necessary increases in salaries and supplies. 


Certainly group hospitalization not only tends to 
improve income but also to bring the benefits of 
hospital care to a larger number of people. ; 


Hospitals and Their Public Relations 


Hospitals, and particularly voluntary hospitals, 
must readjust and improve their public relations. 
They face immediate and prospective public prob- 
lems. Hospital councils will help solve many of 
these mutual problems. Hospitals cannot maintain 


their standing with the public and with the future 


sources of financial support if the hospitals within 
the same community work against one another com- 
petitively. Hospitals must work together coopera- 
tively. 

This is more necessary now than ever before. It 
is now evident that private voluntary gifts cannot 
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meet the differences between the cost of caring for 
many people with small incomes and the amount that 
these people can themselves pay toward the cost of 
their care. Future hospital financing requires that 
the hospitals direct their attention to increasing the 
paying power of their actual and potential patients. 
The voluntary insurance principle, through group 
hospitalization and similar plans, can go a long way 
in this direction. 


Hospitals must develop their public relations with 
government. People who can pay nothing for their 
care must be paid for chiefly by taxation. Hospitals 
must work together in local communities and 
through their state and national associations to de- 
velop policies and procedures of cooperation with 
governments, particularly the local governments. If 
non-governmental hospitals are to be paid by the 
government for the care of people who cannot pay 
anything for themselves, the hospitals must expect 
to assume an organized and responsible relation 
toward the public authorities in return for the pay- 
ment which they receive. 


Hospitals as the Centers of Medical Practice 


Hospitals will be more and more the centers of 
medical practice, providing as they do equipment, 


technical personnel, and opportunities for coopera- 
tive work which physicians increasingly require. 
Hospitals must shape their long-range policies with 
a realization of the fact that they occupy a central 
place in the future medical service of the commu- 
nity. They stand between the medical profession 
that provides service, and the lay group which has 
provided the capital on a non-profit basis and which 
owns and administers the capital and the working 
organization in behalf of community service. Hos- 
pitals must work with the medical profession but 
they must never forget that they belong to the com- 
munity. 


Hospitals and the Education of the Nurse 


Nursing has offered us a new problem which must 
be faced squarely. Within the past twelve months, 
the oversupply of nurses has been largely absorbed 
and we face serious threats of an actual shortage of 
qualified nurses for hospital service. As a result 
of the splendid work of the Goldmark and Burgess 
committees we have a reasonably clear picture of 
the present status of the nursing profession and of 
the road along which nursing should travel. The 
National League of Nursing Education is doing a 
splendid task of blazing a trail on which this road 
can be built. I believe all of us who have given 
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serious thought to the matter believe that their ob- 
jectives are sound and the trail is well laid out. 


When we differ from them it is because we believe 
that we are not yet ready to transform the trail into 
a four-lane concrete highway. It is our responsi- 
bility, as hospital administrators, to preserve the 
service of our institutions and to protect the inter- 
ests of the public. As we see it, nursing education 
must go forward but not so fast that it does any one 
of the following: (1) Puts a heavy additional charge 
on the small percentage of the total population who 
happens to be hospitalized; (2) deprives us of suff- 
cient personnel to give our patients good nursing 
service; or (3) makes it impossible (or practically 
so) for small hospitals, particularly those in iso- 
lated regions, to provide nursing service of a grade 
adequate to the needs and habits of people in those 
communities. 


Public funds through their colleges offer educa- 
tional opportunities to young people who desire to 
prepare themselves for their chosen profession. Why 
should the only exception be made in the case of 
women who wish to go into nursing? Because in 
the past hospitals have met this need is neither an 
answer to the question nor a solution to the prob- 
lem. The time has come for hospitals, nurses and 
the public to meet this problem squarely. The ap- 
plication of the science of medicine to the patient 
demands that the nurse must be adequately educated. 


This increase in the educational program and the 
constantly increasing demand of our government for 
well trained public health nurses make imperative 
the solution of the question as to who is to perform 
some of the routine nursing care of the patient. We 
must develop a group of attendants who can take 
over the work which the nurse is relinquishing. 
Personally, I believe such an attendant in our larger 
hospitals should be assigned to one ward and there 
by observation become proficient in the daily tasks 
assigned to her. This problem is pressing and should 
be met squarely if we wish to avoid future compli- 
cations. 


Finally, we hospital people must, I believe, insist 
that the accrediting of nursing schools be carried on 
in such a way that it will not eliminate all of the 
schools in smaller, more remote institutions. I have 
no reason to believe that graduates of large schools 
will go to small hospitals in small towns to do floor 
duty. We can’t jettison these small hospitals. In 
many instances, they are as necessary in their com- 
munities as we are in our larger ones. 


In a personal letter an eminent hospital authority 
recently said, “Only by intellectual honesty, hard 
work, and persistent effort on the part of every one 





involved can this complex nursing problem be met ° 


and solved.” 


The Service of the Council on Administrative 
Practice 


You have today listened to the report of the Coun- 
cil of your Association. May I thank Dr. Goldwater, 
who was the first chairman of the Council, and Dr. 
Davis, who now directs its destinies, for the time 
and energy they have given and are giving to this 
effort. Thanks to their stimulation the Council has 
brought to the Trustees and through them to you, 
the Manual on Accounting, the Manual on Mater- 
nity Care, the Manual on Good Hospital Nursing 
Service, and numerous other studies of untold 
value to all of us. May I thank Dr. McEachern for 
the large part he played in the preparation of the 
Manual on Maternity Care. 


Your Association has continued to work in close 
harmony with the other National Organizations and 
I can assure you that our cooperative efforts along 
these lines are bearing fruit. 


During the year each institutional member has re- 
ceived a letter recommending that when making fu- 
ture staff appointments, hospital authorities should 
appoint to specialty services only those doctors who 
have passed their Specialty Board or have the quali- 
fications to make them eligible for such board. This 
is the first time that hospitals have had a yard stick 
with which to measure the professional qualifications 
of the members of their staffs. The Advisory Board 
for Medical Specialties should be congratulated on 
this fundamental contribution. It will give the public 
added confidence to know that the specialists prac- 
ticing in our institutions have reached a certain defi- 
nite high level of attainment. In turn, hospitals 
should assist in this work by setting up residencies 
that will qualify under the requirements laid down 
by the Advisory Board. 


Legislative and Joint Advisory Committees 


I am sure that the various state organizations have 
appreciated the help they have received through the 
Legislative Bulletin service which has been made 
available to them through our National Association. 
This service has kept the various organizations in- 
formed regarding legislation, both proposed and 
passed in the various states, and has served as a 
stimulus to some of us to go to our own legislatures 
for help in solving some of our perplexing problems. 


The report of the Joint Committee of the Catholic, 
Protestant, and American Hospital Association was 
given this afternoon, but here let me thank those of 
you who contributed so generously to its support and 
assure you that the benefits that have accrued to all 
hospitals are vastly in excess of the money expended 
in this endeavor. 


It is a pleasure to be able to bring to you this ac- 
counting of my stewardship. Your Association has 
grown and prospered not only in numbers but in 
service to you and through you to society, which 
looks to us for help in times of need. This growth 
has been due not only to the assistance which each 
of you has given so freely when called upon, but 
also and more especially to the tireless efforts of 
Bert Caldwell and the members of the Board of 
Trustees. 


Your Magazine HOSPITALS has come into 
being and it is, I am sure, giving you added help in 
the solution of your many and complex problems. 


I am not sorry to report that this year we have 
not completely solved any or all of the many prob- 
lems confronting your Association. If we had done 
so there would be no need for this meeting. Quite 
the contrary, the size and complexity of the prob- 
lems to be considered during the coming year are 
greater than ever before and can only be met through 
your continued cooperation and assistance. 








The Michigan Medical Association Honors 
Dr. T. K. Gruber 


Dr. T. K. Gruber, medical director of Eloise, was 
elected to represent the Michigan State Medical 
Association in the House of Delegates of the Ameri- 
can Medical Association for the next two years. 
This honor is not only a recognition by his state 
medical society, of his worth as a physician, but also 
of his distinguished services as a hospital adminis- 


trator. For many years Dr. Gruber was the super- 
intendent of the Receiving Hospital in Detroit, one 
of the best of our municipal institutions. Eight years 
ago he resigned that position to accept the position 
as medical director at Eloise. His work at both in- 
stitutions has been widely recognized both by medi- 
cal and hospital authorities. 
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Some Practical Aspects of the Curriculum 
for School of Nursing | 


EFFIE J. TAYLOR 


Dean, Yale University School of Nursing, and Member Central Curriculum 


Committee, National League of Nursing Education 


I AM GREATLY PLEASED to have the opportunity 
this morning to meet with the members of the Amer- 
ican Hospital Association in this special session, and 
to present to our co-workers some practical aspects 
of the nursing school curriculum in which we are 
mutually and vitally interested. 


I have thought, through this medium, to take you 
with me on a little journey; one, perhaps, which will 
cover a period of years. The road is not completely 
mapped out, but, notwithstanding, we have an end 
in view. There are many routes by which to cross 
the continent, yet safely to reach the opposite coast. 
Some of the roads are fairly straight, and the dis- 
tance may be traversed in a reasonably prescribed 
period of time. Others are devious, difficult, and 
ever fraught with danger. By any route there are 
mountains to climb, rivers to cross, and long, dark 
tunnels through which to pass, but with a reliable 
map, with patience and with perseverance, if the 
sign posts are carefully observed, one is practically 
sure to accomplish the journey. 


The journey we are going to take is neither by 
motor nor yet by aeroplane. 
across the American continent, but the trip we are 
considering is analogous in that we have mountains 
to climb, rivers to cross, and deep tunnels through 
which to see our way, and, more important than all, 
we, too, have an objective. 


By heritage, we humans differ greatly in person- 
ality. Usually, however, it is true that those who 
have chosen a similar means by which to express 
their natures have many qualities more similar than 
different. -Men and women who have elected to 
serve in a field concerned with human welfare are 
men and women who possess courage, vision, and a 
sense of justice and fair play. I believe that those 
associated in the care of the sick, whether they be 
physicians, nurses or laymen, partake largely of these 
characteristics. I am here today, therefore, to ask 
that you, with wisdom, vision and optimism, join 
with us in a cooperative endeavor which has as its 
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We are not going: 


objective fair play and justice in relation to the edu- 
cation of student nurses who are now, and will be in 
the future, members of our hospital schools of nurs- 
ing. With the achievement of this objective better 
care will be assured to patients whom these nurses 
serve both in hospitals and elsewhere in the 
community. 


In accomplishing these ends the nursing profession 
is virtually helpless without your aid. The majority 
of schools of nursing are owned and operated by 
hospitals, and hospital superintendents wield a tre- 
mendous influence in molding public opinion toward 
a broader conception of education in its relation to 
nursing. We nurses are optimistic for the future 
because we know from past experience that our 
thinking and yours is not essentially different. Our 
differences of opinion are usually conditioned, not by 
a lack of intelligent understanding but by a lack of 
money, “the root of all evil”—and also the root of a 
great deal of good. It is evident that we must bend 
our energies within the next decade to find the 
wherewithal to achieve the goal. 


The Installation and Operation of the New 
Curriculum May be a Long Journey 


I have likened the installation and operation of 
the new curriculum for schools of nursing to a long 
and tedious journey. Despite the apparent prevail- 
ing idea, the League of Nursing Education, in begin- 
ning its study, had no conception then, nor has it 
now, that the hospital schools of nursing could by a 
“presto change” agree to the adoption of all the 
recommendations which will be made by its commit- 
tee for an enlargement of the program of education. 
With this clear and concrete realization, the League, 
under its own auspices, has, nevertheless, gone ahead 
and has seized upon and made use of an unprece- 
dented opportunity, (made possible by a gift from a 
friend of nursing through the Research Foundation 
of the Children’s Hospital, Cincinnati) to make a 
thorough study of its curriculum. Contrary, how- 

ever, to the opinion held by some, who are entirely 











misinformed, the Committee did not proceed with 
the study without seeking helpful advice from the 
field of general science, medicine, education and hos- 
pital administration. Experts in science and educa- 
tion have collaborated in setting up the general out- 
line of the curriculum, while others have taken part 
in the actual preparation of content of courses. An- 
other group has acted in the capacity of consultants 
on the Central Curriculum Committee. More of 
such helpful advice will be required during the next 
few months, particularly from hospital admin- 
istrators. 


Why a New Curriculum Is Desirable 


It is an accepted principle in curriculum making 
for professional schools that the actual responsibility 
for the building up of content and the general or- 
ganization of curricula rests upon the profession 
concerned. I am quite sure that in this you will 
concur. It is the business of the profession to ascer- 
tain from those who use the services of a profes- 
sional group what functions the workers are expected 
to perform, and, accordingly, to take into considera- 
tion in building the curriculum the selection of 
knowledge suitable to such performance. The Com- 
mittee on the Nursing School Curriculum has fol- 
lowed this principle. In fact, the League of Nurs- 
ing Education has been actively at work for many 
years, through studies, discussions, and observations, 
in an endeavor to determine whether or not the Cur- 
riculum, as presented to schools of nursing, was 
adequate for the preparation of students to function 
later as graduates in the field of nursing, or ade- 
quate only in preparing them for the work required 
by a nursing service in the hospital. In many insti- 
tutions the latter objective seems to prevail. Though 
a great deal has been done in recent years in hospital 
schools to broaden the education and experience of 
students, much still remains to be accomplished. It 
therefore behooves the Committee not to trifle with 
palliative measures and doctor up a curriculum con- 
structed in 1917 and revised in 1927, but after this 
second ten year period to begin at the foundation 
and rear another structure, retaining the excellen- 
cies of the old, adding to the new, and looking ahead 
into the future. 


In former years the Education Committee of the 
League undertook the task of curriculum making on 


a purely voluntary basis. The changing ideas in 


medical science and public health, with which nurs- 
ing must keep pace, have now made the old policy 
entirely inadequate, and hence the seeking of funds 
for the revision of the Curriculum was not only de- 
sirable but absolutely essential. 








No doubt you are aware that new outlines. of 
courses for the Curriculum have been prepared by 
a special committee and sent to the field to be tried 
out in actual practice in schools of nursing. For the 
past year and a half groups in all parts of the coun- 
try have been at work in schools of nursing, in visit- 


‘ing nursing organizations, and elsewhere, studying 


and experimenting with the new courses drafted 
for this purpose. After a period of trial, these study 
groups have returned to the Central Curriculum 
Committee their comments and criticisms on the 
practicability or impracticability of these tentative 
courses. The schools with which many of you are 
associated have been contributing units, and no doubt 
we have on file constructive criticisms from many of 
those here assembled. The procedure as planned has 
been markedly efficient, as it has precluded the pos- 
sibility of centering the entire responsibility in the 
hands of a few selected persons not directly in touch 
with the practical problems. If all who wished to 
participate in this work did not seem to have the 
opportunity, I fear the fault rested largely on the 
shoulders of the regional groups rather than on the 
Central Curriculum Committee. Emphasis was 
placed by the Central Committee on the desirability 
of including in the study groups not only the nurse 
instructors but all others who gave instruction and 
also the superintendents of the schools and the hos- 
pitals in which the program must needs be admin- 
istered. 


It is possible that, due to stress of other duties, 
hospital administrators have not availed themselves 
of the opportunity afforded to look into the material 
which was widely distributed. Perhaps neither have 
they found the time to read in the American Journal 


of Nursing the recently published articles on the ob- 


jectives of the curriculum, the plan of the program 
of study, its educational philosophy and its stand- 
ards. These possibilities are quite understandable, 
inasmuch as every one of us connected with a hos- 
pital works under continuous pressure and strain, 
and we are apt not to familiarize ourselves with mat- 
ters which do not seem to concern us immediately 
and are prone to rely too readily upon the snap opin- 
ion of someone who, without accurate information, 
makes a superficial statement. This at once sets us 
all upon our ears and causes our defensive mechan- 
isms to rise up in opposition when we think that we 
have been imposed upon or perhaps ignored. I am 
convinced that every one of you, as well as myself, 
has been a victim of such influence, and when we 
finally have grasped the truth of the matter we have 
wondered how possibly we could have been so short- 
sighted as to have fallen for any such absurd ex- 
ploitation of facts. Usually when we have so 
reacted we have placed ourselves within the bellig- 
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erents’ camp. Nurses, doctors, and hospital admin- 
istrators should, as far as possible, be within the same 
camp. Are not our primary professional objectives 
the same? 


What Necessitates the Reconstruction of the 
Nurse Educational Program 


To effectively achieve our goal and to keep in step 
with changing ideas in relation to the health, sickness, 
and social needs of society the educational program 
for both doctors and nurses must from time to time 
be improved and reconstructed. A great deal of new 
knowledge has been made available through research 
in the fields of both the biological and social sciences. 
Today the general public, even the school child, is 
expected to be reasonably intelligent on matters of 
hygiene. Nurses, therefore, who are very largely 
responsible for the teaching of health, must acquire 
continuously a new content of carefully selected 
knowledge if they are to cooperate satisfactorily with 
the medical staff in the hospitals, the health officers 
in the community, and the practicing physicians in 
the homes of the people. The nurse must have sound 
scientific, as opposed to superficial and popular, 
knowledge, and if she is to use this knowledge cor- 
rectly and efficiently she should also have a good 
background of general education. 


The Nurse as a Teacher of Health 


Every nurse should be a teacher of health in what- 
ever capacity she serves, and to meet this obligation 
she must be mature enough to command the respect 
and confidence of patients who lean upon her for 
support and guidance. The eighteen to twenty year 
old girl is in no wise ready for the serious demands 
the average hospital regime makes upon her, par- 
ticularly when she has to carry a heavy assignment 
for the care of patients. On night duty (after six 
to eight months’ experience in the hospital) she may 
be the only nurse to give the nursing care to twenty 
or more patients. One may attempt to justify the 
usual practice by saying there is always a graduate 
night supervisor upon whom the student may cail, 
and there are also graduate floor duty nurses. It 
has been my experience that while this is sometimes 
true, more often than not, additional help from grad- 
uate nurses is not available. It is true that in the 
majority of hospitals a graduate night supervisor is 
provided and often an assistant or two, but these 


nurses carry a very heavy administrative responsi- 
bility and only pass through the wards at intervals. 








The student is left to depend upon her own judgment 
for possibly three-quarters of the time, and eighteen 
or nineteen year old judgment, developed after only 
a year or less of nursing experience in the hospital, 
is not a very reliable or stable quantity in a large 
ward of sick people. One may also reason that many 
young women of eighteen or nineteen years of age 
are more mature than some at twenty-four. I grant 
you that such may be the case. There are those, and 
we could readily call to mind examples, who never 
acquire maturity of judgment even in old age. Were 
any of us extremely ill I doubt if we would feel se- 
cure in the care of a child just out of high school, 
yet exception is taken to the suggestion that before 
entering the school of nursing, in order to gain 
maturity, experience and judgment, students should 
have had the advantage of one or two years of gen- 
eral education beyond that of high school. Mark 
you, I did not say two years of college. The new 
Curriculum does not suggest that this period must be 
spent in a specific. type of intellectual program, 
though it is looking forward to something more con- 
crete when that can be accomplished. The majority 
of the women who entered the nursing profession 
in the earlier days were experienced, mature, and, in 
the main, cultured and well educated. Women of 
the same type today, before deciding upon a pro- 
fession, are going to college. It seems reasonably 
sure that more and more young women in the future 
will enter the junior colleges which are becoming 
established in almost every State in greatly increas- 
ing numbers. It may well be possible that in the 
not far distant future we can look forward to re- 
cruiting our students for nursing schools from this 
educational level or its equivalent, rather than from 
that of high school. 


Hospitals and the Eight-Hour Nursing Day 


In meeting the recommendations of the new 
Curriculum, the hospitals may find the shortened day 
for student nurses the most difficult hurdle to leap. 
A certain hospital administrator only a short time 
ago spoke with some satisfaction of. providing a 
ten hour day for students, with one whole day off 
each week. The one whole day off was a worth 
while achievement, but anything more than an eight 
hour day and also one day off is much too long for 
a required working week. 1 am perfectly confident 
that every one present will agree that what I state is 
correct, if looked at in the abstract. Visualize hon- 
estly an eight hour day in the constant turmoil and 
confusion of a hospital ward-—standing or running 






most of the time, answering this and that bell, keep- 
ing track of innumerable orders for therapeutic 
treatments and nursing care for four, five, six and 
sometimes as many as ten sick patients, adjusting to 
innumerable interruptions occasioned by teaching 
rounds and emergencies, keeping alert to the experi- 
mental work constantly in progress, and listening 
regretfully and depressedly to the comments of dis- 
appointed and discouraged research workers when a 
mistake has been made or an order omitted which has 
rendered the work of several weeks practically use- 
less. Such an environment is no: place for an 
eighteen year old student, and she should never be 
subjected to the strain under which she is placed for 
eight hours or more a day while at the same time 
trying to make use of a program of education. And 
yet, there are only a very few schools:in the country 
which have adopted an eight hour day and a forty- 
eight hour week for student nurses, even with all 
class hours in addition. We are still a long, long 
way from the ideal, as far as this factor is concerned. 
The hospital administrator to whom we previously 
referred, within the past few weeks, has jumped 
the hurdle and has succeeded in inaugurating a 
forty-eight hour week, including all classes, for the 
student nurse group in the institution over which he 
presides. The change was made with much less 
difficulty than had been anticipated. 


Times without number, patients have said to the 
supervisor or head nurse, when making rounds, “1 
have been uncomfortable for a long time, but I had 
not the courage to ask the student nurse to give me 
any attention, she is so busy and she looks so tired.” 
I have personally had such experiences, and they are 
extremely difficult to face. 


Some of you, no doubt, are teachers of student 
nurses, and if you are, it would be superfluous to 
call to your attention the many times that instructors 
have left the classroom discouraged and annoyed 
because the students could not remain awake during 
even an interesting class or lecture. How can one 
learn anything new, intricate or even simple, if re- 
quired’ to rush to the classroom after hours of con- 
stant attention to the demands of sick people in the 
hospital wards, and then immediately rush back in 
an effort to make up for lost time in nursing care 
and, more often than not, to find the patients dis- 
tressed by the absence. How much study or reading 
is done under such conditions >—Little or none, and 
what little is done is often not intelligently under- 
stood. There are times when the student might 
better rest or get some exercise out of doors. But all 
of this you know as well as I. The question we 
must strive to answer is, what can we do about it? 
How much longer can we put off a start toward im- 


provement by rationalizing our obligations and jus- 
tifying the practices we so greatly deplore? 


The Curriculum as a Measuring Rod for 
Improvement in Educational Standards 


In the study of the curriculum revision the League 
was primarily interested in setting up an educational 
program, much of which could be reasonably fol- 
lowed by the more progressive schools now in 
existence, and could be used as a measuring rod or 
guide by schools desiring to improve their educa- 
tional standards. At no time was it thought that the 
Curriculum should be looked upon as a compilation 
of absolute criteria to be followed in detail. The 
League was concerned not only with the setting up 
of a curriculum but in seeking to find ways and 
means by which it could be operated effectively and 
practically in the majority of good schools of nursing. 
It cannot do this alone. This is the journey upon 
which we must needs go together. We administrators 
and nurse educators should cooperate without bias 
in our opinions. Let us not begin by placing ob- 
stacles first. I know there are many such. Let us 
agree, rather, on certain vital principles emphasized 
in the Curriculum and try to find a way or ways by 
which these may be achieved. 


The League of Nursing Education, as you are all 
aware, has no legal status. It has influence, it is true. 
It is a policy making organization. It is a standard 
bearer, and its objective is to discover errors and 
point toward ideals. The League of Nursing Edu- 
cation is the Educational Department of the Ameri- 
can Nurses’ Association. The work begun by the 
Grading Committee was passed over to the League 
when that Committee was dissolved, and it has en- 
deavored to carry on the functions of that Com- 
mittee, begun but not completed. The revision of 
the Nursing School Curriculum is a logical sequence 
to the studies which were in progress over a period 
of seven years. 


The General Adoption of the Curriculum to Be a 
Gradual Process 


The Curriculum Committee of the League realizes 
fully that it may be many years before the recom- 
mendations, embodied in the new Curriculum, can 
be met by all the schools in the country, but if it 
sidestepped at this time the many issues which are 
so dominantly presented it would be faithless to the 
students, present and future, to the immediate and 
future care of patients, and to the nation, in its en- 
deavor to provide more abundant health for all of 
the people. 
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To comprehend and state a problem is the first 
step toward its solution, and this is what the Cur- 
riculum proposes to do in its publication. Probably 
not a large number of schools can take many steps 
forward at one time, but each can make some prog- 
ress and year by year do something more toward the 
attainment of a goal we would all desire to reach. 
What should be done first depends upon the status 
of each individual school and also upon its immediate 
opportunities. A number of schools would have 
very little difficulty in raising the age and educa- 
tional entrance requirements, and still others, with 
only a slight additional cost, could materially lessen 
the hours of duty. Experiment and advancement in 
one school along any line would act as a stimulus to 
others. 


Student Nurses Should Pay for Their Education 


Hospitals cannot and should not be expected to 
meet all the expense entailed in administering such a 
program as that proposed. The community and the 
state have some obligation to provide for the educa- 
tion of those who will care for the sick. Student 
nurses, like all other students, should pay something 
toward an education which will fit them to practice a 
profession. The general public must be enlightened 
as to the actual cost of nursing care of patients in 
hospitals, and they must also be enlightened as to the 
cost of nursing education. 


I have heard that it has been said that nursing is 
a poor girl’s profession. If any one of us were ill, 
would we choose a nurse on the basis of her wealth 
or her poverty? Such a criterion is inconceivable. 
Economic levels have nothing whatever to do with 
the ability of a prospective student nurse. Nursing 
is distinctly an intelligent woman’s profession. It is 
quite true that there have been and will always be 
young women without independent incomes who are 
admirably fitted for nursing. There are some such 
also well fitted for the professions of teaching, law, 
and even for medicine. Students in preparation for 
these professions usually have available financial re- 
sources to prepare themselves for the branch of 
work they are fitted to pursue. Scholarships, loan 
funds, and part time work are often provided for 
those who require such assistance. Monetary aid is 
easily obtained for other students. Why not then 
create public opinion in favor of offering a similar 
chance to nursing students? School of Nursing 
Boards and Women’s Committees would have a 
marvelous opportunity to develop such a program, 
and many would welcome the chance to have some- 
thing definite and constructive to work upon. A 
study of the present financial and educational situa- 
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tion in each School of Nursing would provide essen- 
tial facts upon which to proceed in the development 
of a better program for the education of nurses. 
Some schools may find that already they are in prin- 
ciple (at least) meeting many of the important 
issues, and with very little effort they could make 
material practical advancement. 


The Curriculum Advance Will Not Be Rapid 


There is no doubt that whatever advance is made 
it will not be rapid, for, as stated in the beginning, 
we will have many difficulties to meet and to over- 
come, but other tasks which seemed quite as im- 
possible at the outset have been accomplished. For 
this reason I have faith that with our combined en- 
deavors satisfactory means will be secured to grad- 
ually place schools of nursing on a sounder educa- 
tional and economic plane. 


The League has formed a Committee to study the 
administration of the Curriculum. The nucleus of 
this Committee has met a few times during the year 
and has drafted a small bulletin of information and 
suggestions which was reviewed recently by the Com- 
mittee and some of our consultants. A number of 
copies of the bulletin are here today. Many other 
administrators will be invited to serve with us on 
this Committee on the Installation and Operation of 
the Curriculum in order that we may have the think- 
ing of as large a number as possible before the 
Curriculum is published. We hope that many local 
groups will get together and talk things over in the 
light of the material already published and will send 
comments and suggestions directly to the Central 
Committee. United we will stand and will succeed, 
though the success may appear to be exceedingly 
slow. 


I have brought this message to you with some 
hesitation, not, may I say, because I do not see the 
goal as it has been presented, but, being a practical 
woman and one who has had long years of close 
association with hospitals and hospital administra- 
tors and who understands the struggles which they 
have had in meeting their obligations, I know that 
money for schools of nursing will be slow in reaching 
our treasuries. On the other hand, I would be dis- 
loyal to my ideals and to my trust as an administrator 
of a nursing school, and as a long-time teacher of 
nurses, if I did not present with all the vigor at my 
command the urgent need to put aside all hampering 
traditions and try to find a way to correct as speedily 
as may be the flagrant errors which we undoubtedly 
realize exist in the prevailing system of education in 
schools of nursing. 
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Newer Methods of Teaching in Schools 


of Nursing 


SISTER MARY THERESE, R.S.M. 
Mercy Hospital School of Nursing, Chicago, Illinois 


I ODAY WE ARE BEGINNING TO THINK of a 


school of nursing as an educational institution. I 
deliberately said beginning to think of a school of 
nursing as an educational! institution. Since school 
and education have for so long been synonymous, 
this statement may seem contradictory, for, how 
could a school be anything but an educational in- 
stitution? For an answer to this, we will have to 
go back to the history of nursing in this country. 
There we will find that nursing was first introduced 
into America not as an educational movement but 
rather as an economic experiment. The experi- 
ment proved so economically successful that the 
school of nursing was absorbed by the hospital, lost 
its identity, if it ever had any, and functioned solely 
for the needs of the hospital. This condition 
alarmed nursing educators who feared that nursing 
would degenerate into the state in which it existed 
during the middle ages. Those early educators used 
many means to bring conditions to the attention of 
the interested public. They voiced their protests so 
successfully that eventually the pendulum swung far 
in the opposite direction; so far, indeed, that hospi- 
tal authorities complained of the expense of a school 
of nursing, the excess time spent in the class room 
and the sma!l amount of time given to the care of 
the patient. The question, whether the primary 
duty of the hospital was the care of the patient or 
the education of the nurse was argued over and 
over. Hospital superintendents contended that the 
care of the patient was the primary duty while 
nursing educators equally contended that the educa- 
tion of the nurse was the primary duty. Even in 
1936 the question is still debated and there is much 
indecision about the matter. 


The Proper Education of the Nurse 


The misunderstanding, it seems to me, is due to 
the natural mistake that each party is too interested 
in its single field and thus fails to get a complete 
view of the whole situation. Hospital superintend- 
ents, even those who do not openly say so, fear that 
too much emphasis has been given to theory and 
that the care of the patient is not receiving suffi- 
cient attention. Nursing educators feel, and this 
may be a surprise to hospital superintendents, that 
the nurse is not giving the proper care to the pa- 


tient and that under present conditions the student 
is unprepared to give proper care to the patient, 
because she is under-educated. Hospital superin- 
tendents and others say that the nurse is over- 
educated. There evidently is a lack of understand- 
ing of the term education as applied to nursing. 
Education is usually defined as, “the complete de- 
velopment of the individual”’*; yet, in the edu- 
cational process itself this is almost entirely for- 
gotten. Nowhere is this so true as in nursing edu- 
cation. In the modern elaborate process of nurs- 
ing education there is a tendency to stress the train- 
ing and equipment of the mind almost exclusively. 
Thus the class room has come to represent practi- 
cally the whole of nursing education. We have 
stressed inherited traits and even devised tests to 
measure them, we have selected our students from 
the “upper third” of the graduates from high school, 
and we are now seeking college entrance require- 
ments. We have filled our curriculum with theory 
till there are not sufficient hours in the calendar year 
to accommodate our theoretical needs, and then, 
with apparent inconsistency, we have stated that the 
goal of nursing education is to help individuals ad- 
just themselves to the world in which they live.* 


The Educational Value of Clinical Material 


In our one-sided view we have failed to empha- 
size the educational value of the clinical material in 
the hospital, or to show that clinical experience is 
but the intelligent application of the theory we have 
labored so earnestly to introduce into the curricu- 
lum. Other sciences have demanded and succeeded 
in getting a corresponding number of laboratory 
hours for each hour of theory given and the proc- 
ess has been considered educationally sound. If the 
hospital is the laboratory for the school of nursing 
then, why not give a proportionate number of hours 
of teaching in the hospital ward? Of course, teach- 
ing can not take place without a teacher and a teach- 
ing supervisor is a new but necessary requirement 
in our schools of nursing. No university would 
think of sending a student into one of its splendidly 
equipped laboratories without a teacher. Are our 
hospital laboratories with their precious burdens of 
human beings, of less value than the mechanical 
appliances of a university? 
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Hospital Superintendents and Nurse Educators 
Are Working Toward a Common Goal 


But in seeking university affiliation, what are 
schools of nursing trying to do? Are they trying 
to put the hospital superintendent out of a job or 
put the hospital into bankruptcy? Or are they, as 
others seem to think, forcing hospital authorities to 
accept the services of under-graduate nurses be- 
cause the financial status of the hospital will not 
permit the employment of the well-trained nurse? 
If we face this problem squarely and with an un- 
prejudiced mind we will find that the goal of nurs- 
ing educators has been the lessening of the super- 
intendent’s problems through the better care of the 
patient. Why then the misunderstanding? We all 
know, even if we never had a formal lesson in psy- 
chology, that we are influenced by what we see and 
hear. In the past few years we have grown accus- 
tomed to hearing that the nurse is spending too 
much time in the class room and without disturbing 
ourselves to look for proof of the statement we 
have taken it for granted and assumed, because it 
has been dinned into our ears, that the nurse is ac- 
tually getting too many hours of theory. We have 
arrived at this conclusion without any logical rea- 
soning of facts, for even a casual survey of the 
Report of The Grading Committee of Schools of 
Nursing, would have shown our error. Yet, nurs- 
ing educators have done little or nothing to make 
clear the true situation. Had they emphasized the 
fact that educators as well as superintendents are 
working toward one common goal, the better care 
of the patient, they would have destroyed the un- 
fortunate antagonism that has grown up between 
themselves and hospital superintendents. It is a 
very practical part of nursing theory to recognize 
that a hospital needs money wherewith to meet its 
bills. For a hospital, keeping pills paid, means sim- 
ply keeping alive. After that first essential, the 
primary aim of the superintendent is to furnish effi- 
cient and kindly care to the patients. A teaching 
program that promises this result will meet with not 
only his full approbation but his heartiest coopera- 
tion. That such is the goal of nursing educators 
is shown in a recently published “Activity Analysis 
of Nursing,” which says: 

“The competent nurse gives every sort of 
personal care that relates to cleanliness, com- 
fort and relief of pain 20 that they are 
performed in every instance with the maxi- 
mum degree of efficiency and of safety to the 
patient.” * 

All that remains to be done is to demonstrate the 
truth of this statement and convince the hospital 
authorities that the newer methods in the schools 
of nursing aim to teach more scientific and kindly 
care of the patient. So far, hospital authorities 
have apparently not been convinced of this truth. 


This may be due to three facts: first, that the diffi- 
culties encountered in sponsoring such a program 
have been over-emphasized ; second, that eagerness 
to institute such a program has led to a too hasty 
adoption, with consequent dissatisfaction and mis- 
understanding ; third, that the program is so new, 
that it is yet too early to look for results. If a 
hospital superintendent can be shown that such com- 
plaints as a patient getting a wrong dose of medi- 
cine or another falling out of a bed or a wheel- 
chair, can be rectified by an accurate analysis of the 
departments, and a graded assignment of students, 
then he will be eager to introduce new methods of 
teaching. It is the job of the teaching supervisor 
to prepare and present such a program to the super- 
intendent. 


Ward Teaching Must Be Done Under an 
Educational Environment 


But, who or what is a teaching supervisor? It is 
true that she is new in the school of nursing but if 
we hope for university affiliation, and we must if 
we expect to meet present-day problems, we must 
also familiarize ourselves with the necessity of the 
teaching supervisor. If nurses are to be prepared 
to give modern scientific treatment, then ward teach- 
ing must be done in an educational environment un- 
der specially prepared teachers. The teaching super- 
visor has been the “missing link” in nursing 
education. It is she who makes the curriculum con- 
sistent by the practical application of the theory 
taught in the class room. In her morning conference 
she makes the patient the center of attention. Every 
detail of his care is considered and the young nurse 
goes on duty with an exact idea of what she is to do 
and how she is to do it. The patient suffering from 
shock, the diet of the diabetic, the significance of 
giving insulin at the exact time, what to do in 
diabetic coma, what to do when the pneumonia 
patient has his crisis, these problems with their nurs- 
ing care and treatments are discussed and made 
familiar to the nurse who is to care for the patient. 
A few well chosen questions toward the close of the 
morning conference assures the supervisor that every 
nurse knows her particular duties. 

Besides this the teaching supervisor is responsible 
for the assignment of the student nurse. Every 
student in a school of nursing is entitled to an equal 
amount of experience and to the maximum clinical 
material available in the hospital. This is the con- 
tract the school makes, whether openly expressed 
or not, when it assumes the responsibility of a school 
of nursing. To make the assignment of students 
educational, the content of each department must be 
analyzed. It is a relatively simple matter to compile 


the types of diseases treated in a department for a 
If the number of hospital days is also 


given time. 






considered this will give a proportionate distribution. 
‘ Since the minimum requirements are usually fixed 
either by the State Board of Nurse Examiners or 
The National League of Nursing Education, the 
problem is not difficult. After the teaching super- 
visor has made an analysis of the clinical material in 
her department, she lists the experience of the nurses 
as well as the amount of time they are to spend in 
her department. From the results of this analysis 
she makes her assignment which assures the nurse 
of the needed experience and the patient of proper 
care. 

Another aid in the newer methods of teaching, is 
what is known as an efficiency record. The efficiency 
record is a written report kept in the department 
for every nurse and signed both by the supervisor 
and the student before being filed as a permanent 
record in the school office, on the completion of the 
nurse’s service in the department. This report 
makes the nurse more conscious of the fact that her 
reaction to situations, her care and attitude toward 
patients as well as other traits are being observed 
and recorded. All this tends to make the student 
kinder and more conscientious in her duties. 


The Bedside Clinic 

Bedside clinic is another important teaching de- 
vice. It has long been used by the medical profes- 
sion but only recently introduced among nurses. 
Here, too, the patient is the center of attention. His 
symptoms are pointed out and discussed. The need 
for accurate observation is stressed as exact diagnosis 
is often the result of the nurse’s accurate record of 
symptoms. A notation on a chart drawing attention 
to the sweet odor of a patient’s breath may result in 
an early diagnosis of diabetes that otherwise might 
be delayed. Nursing care and comfort of the patient 
is specially stressed and the relative value of nursing 
devices compared. What it means to a patient to 
have an alcohol rub on a warm day, even if it is not 
the regular time for it, or the comfort afforded a 
patient by a cold drink or even by turning a pillow, 


will all receive attention during a bedside clinic. 


Group Conferences 

Group conference as a method of teaching has in 
an ‘nformal way been used for some time by many 
schools. In this method all students in a department 
assemble, at a time when nursing cares are lightest, 
and discuss some previously assigned problem. The 
success of this method depends on the selection made 
by the supervisor. If there is in the department a 
patient on a Sippy Diet, or a patient to whom a 
Mosenthal Meal has been given, or a burn case who 
is getting Tannic Acid treatment, then those cases are 
the ones that will be of interest to the student and 
from which she will derive most benefit. Besides the 


patient will receive better and more intelligent care 
as a result of such a conference. But if you choose 
for a group conference a disease that the nurses are 
not familiar with, or a drug that is not being used in 
the department at that particular time, then interest 
is lacking and the nurses get no vivid picture of the 
subject discussed and results are not lasting. 

Individual conference is more personal than group 
conference and takes place whenever the supervisor 
sees the need for it. All new students in a depart- 
ment should have individual conference with the 
supervisor before going on duty. This eliminates 
many mistakes and makes duty much pleasanter and 
easier both for supervisor and student. After all, we 
cannot expect a nurse coming to the department for 
the first time, to know the many duties and restric- 
tions that have taken us probably years to assimilate. 
All new assignments should be discussed with the 
student before she begins her duties and all treat- 
ments should be reviewed even if the nurse’s treat- 
ment card tells you that she is equipped to perform 
this particular type of treatment. We are only 
human, and sometimes even supervisors forget, and 
so do students. 

When we put these new methods of teaching into 
practice we must not fail to keep a record of the 
time given to teaching, the type of teaching done and 
the name of the studemts who were present. This 
record should be transferred to the student’s per- 
manent record at certain definite times. These ten 
and fifteen minute periods soon show a number of 
teaching hours that surprise even the teaching super- 
visor. 

But all these newer methods of teaching will only 
be successful where clinical material has been 
analyzed, where students are rotated systematically, 
where the curriculum is carefully planned and the 
Directress of Nurses has sufficient funds and au- 
thority to supplement student service with graduate 
nurses when and where they are needed. This latter 
may not be a pleasant item to contemplate, but if 
university affiliation is to be realized, and if our 
schools of nursing are to be honest educational in- 
stitutions, then we must make the necessary changes, 
cost what they may. University affiliation that is 
only on paper is worse than useless, and the right 
kind of university education is expensive. It is only 
when the above conditions are met that the teaching 
supervisor can function properly and the newer 
methods of teaching bring concrete results. 
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Report of the Committee on Resolutions 
Thirty-Eighth Annual Convention 
Cleveland, Ohio, 1936 


:.. RESOLUTION COMMITTEE desires to 


submit the following report: 


The Resolution Committee after full considera- 
tion recommends to the Association two procedures 
having to do with policy: First, that the Resolu- 
tions Committee be a continuously operating Stand- 
ing Committee with the membership appointed in 
staggering terms, one member each year. Second, 
the Resolutions Committee, for the purpose of pro- 
tecting the Association against ill-advised action, 
proposes that an announcement be made this year 
that any resolutions to be submitted to this Session 
shall be presented not later than five o’clock, Thurs- 
day evening, October 1, 1936. Should a resolution 
or resolutions be submitted after that time, such 
resolutions will be referred to the standing Reso- 
lutions Committee for action next year. 


Resolution on Excise Processing and Other Taxes 


The following resolution is a modification of a 
resolution submitted by Mr. Ingersoll Bowditch at 
the Trustees Section, Tuesday evening, September 
29, and in the form submitted herewith it is the 
unanimous opinion of the Resolutions Committee 
that it be adopted: 


WuereEas: Eleemosynary institutions have 
been subject to processing taxes, excise taxes, 
bounties and other taxation to the disadvan- 
tage of reasonable economic operation and 
whereas there are likely to be modifications of 
laws and changes in regulations governing such 
imposts which might further increase such bur- 
dens, therefore 


Be It Resotvep: That the American Hos- 
pital Association in session requests the Board 
of Trustees to continue such policy as is al- 
ready in effect in connection with the relief of 
the hospitals of such burdensome taxes and im- 
posts. 

a 
Resolution of Appreciation to the Saturday 
Evening Post 


The Resolutions Committee believes that some 
official recognition should be given the Saturday 
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Evening Post for its efforts to stimulate interest in 
our voluntary hospitals and therefore submits the 
following resolution and recommends its adoption 
by the Association : 


Wuereas: The Saturday Evening Post has 
from time to time published masterly editorials 
in which public support has been advocated for 
voluntary hospitals, and 


Wuereas: ‘These editorials have had the 
effect of stimulating widespread interest 
throughout the country in these beneficent in- 
stitutions, therefore, 


Be Ir Resotvep: That the American Hos- 
pital Association in convention assembled ex- 
presses its deep appreciation of the intelligent 
and helpful attitude of this publication and its 
editorial staff. 


* * * 


Resolution of Cooperation with National League 
of Nursing Education 


Presented and Adopted at Administration Section 
Wednesday, September 30, 1936 


WHEREAS: The National League of Nurs- 
ing Education has expressed a desire to have 
members of the American Hospital Association 
join in the study of problems relating to the 
administration of the proposed Curriculum of 
Nursing Schools, Therefore, 


Be Ir Resotvep: That the American Hos- 
pital Association go on record as approving 
such cooperation and that the Association rec- 
ommend to the several State Hospital Asso- 
ciations that they appoint members or commit- 
tees to join with committees of the National 
and State Leagues of Nursing Education in the 
study of these problems. 


* *K * 


Compulsory Compensation of Hospitals in Motor 
Vehicle Traffic Accident Cases 


The following resolution is a modification of a 
resolution submitted by Mr. Ingersoll Bowditch at 
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the Trustees Section, Tuesday evening, September 
29, and in the form submitted herewith it is the 
unanimous opinion of the Resolutions Committee 
that it be adopted: 


Wuereas: So many persons are injured on 
the public highways by motor vehicle operators 
who are too often handicapped, mentally or 
physically, by physical defects, drug or alco- 
holic intoxication, and that too often injured 
persons and the operator are without adequate 
financial means, available immediately, to pay 
promptly for essential hospitalization and pro- 
fessional services and frequently indemnity 
companies delay payment or cause litigation for 
such payment for such hospitalization and serv- 
ices, with the net results that too often the in- 
jured persons either fail to get adequate care 
or the hospital and profession are unfairly bur- 
dened financially and 


WueErEAS: The State licenses the operators 
who use the highways or licenses the motor 
vehicles and is morally responsible for all in- 
juries resulting from the use of such highways 
under such licenses, therefore 


Be It Resotvep: That the Trustees of the 
Association and the officers thereof are author- 
ized and directed to seek such uniform legis- 
lation as will provide adequate means to directly 
and promptly compensate hospitals and the pro- 
fessional people involved in the care of all per- 
sons who are injured by motor vehicle oper- 
Among such 
means are recommended for study and atten- 
tion: 


ators on the public highways. 


(a) Compulsory examination and _ license 
only to competent able bodied operators, whose 
license shall be subject to revocation for illegal 
operation. 


(b) Compulsory indemnity insurance to be 
issued concurrent with such operator's license. 

(c) The relevant systems already in force in 
Ohio, Massachusetts or other states. 


ee 


Resolution on the Cooperation of the American 
Hospital Association with the League of Nurs- 
ing Education, the American Nurses Asso- 
ciation, and Other Agencies in the Educa- 
tion and Employment of the Graduate 
Nurse 


This is a resolution covering cooperation of in- 


stitutions in connection with nursing education: 


Wuereas: Continued progress and devel- 
opment in the field of nursing education re- 
quires the close coordination of all agencies and 
institutions having to do with the operation of 
schools of nursing and employment of grad- 
uate nurses, which are deeply concerned with 
any changes in the basic program of nursing 
education, and 


WuereEas: It is important and necessary 
for the further development of this program 
that action involving fundamental changes shall 
be the united effort of all interested agencies, 
therefore 


BE It Resotvep: That the American Hospi- 
tal Association urges some plan of cooperative 
action of all interested organization, to the end 
that each concerned shall present views rela- 
tive to this subject in order that from such 
meeting of informed minds there shall develop 
a program in line with progress and possible*of 
accomplishment in each of the various institu- 
tions so vitally interested. 


x. & 


Resolution of Appreciation, Cooperation, and 
Assistance of the Cleveland Committees and 
Organizations 


It is the unanimous opinion of the Resolu- 
tions Committee that the appreciation of the 
American Hospital Association be expressed to: 

The General Arrangements Committee 

Convention and Visitors’ Bureau of the 
Chamber of Commerce 

The Local Committee on Arrangements 

Manager of the Convention Hall 


Local Newspapers and Radio Station 


and to all others who have helped to make this 
one of the most successful meetings in the his- 
tory of the Association. 


* OK 


The American Hospital Association in convention 
assembled -desires to express its regret at the ab- 
sence of Dr. Lewis A. Sexton and Dr. S. S. Gold- 
water because of illness, and py resolution instructs 
the secretary to extend the best wishes of the Asso- 
cation to these two distinguished past presidents 
and the hope for their speedy recovery. 


Respectfully submitted, 
WittiamM H. Watsu, M.D., 
Chairman 
B. W. Brack, M.D. 
Henry A. Row ann, M.D. 
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Denver Children’s Hospital Builds Highly 
Specialized Unit for Care of 
Crippled Children 


BURNHAM HOYT, Architect, and ROBERT B. WITHAM, Director 


O. A PLoT fifty feet by one hundred and 


forty-five feet, adjoining the south side of an exist- 
ing four-story and basement ward building, the 
problem was to design a special treatment unit con- 
sisting of surgical wards, open terraces for helio- 
therapy, recreation and school rooms, a corrective 
gymnasium unit, massage rooms for the physio- 
therapy department, and pools and special baths for 
hydrotherapy. 

The building which the new unit adjoins is the 


Tammen wing, built by Harry H. Tammen in 1910 
as a memorial to his wife, Agnes Reid Tammen. 
The new unit, a gift of Mrs. Tammen, imcreases 
the number of beds in wards by ninety-six and 
special rooms by thirty-two. This wing provides 
terraces on all the ward floors for heliotherapy, 
while the first, second, and fourth floors of the 
original Tammen wing are devoted to wards. The 
third floor of the original wing was given over to 


recreation, school, and board rooms. The basement 

















Section showing Helio-therapy terraces for special treatment. 
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Sun deck space for one hundred patients at one time. 











Section of Normal Exercise Hot Pool Showing Patient 
on Hydraulic Lift 


housed the out-patient department and a small cor- 
rective gymnasium, brace shop, central service, 
pharmacy, and service of supplies. 


The new wing increases on the first, second, and 
fourth floors the ward capacity and utilities, adding 
also on each floor a “garage” for the storing of 
food carts, chairs, laundry hampers, etc., a locker 
room for the patients’ effects, and a surgical dress- 
ing room. 

The third floor was increased by the addition of 
two play decks. The original plan was changed 
to enlarge the recreation room and provide better 
school and board rooms. 

The basement of the original building was en- 
tirely revamped. Old utilities were removed to pro- 
vide space for a new central! service and a new 
pharmacy; the out-patients’ waiting room was in- 
creased in size; a ramp for wheel chair patients 
from grade to the waiting room was built; and a 
directors’ office and examination rooms for the 
hydrotherapy unit were added. 

The new out-patients’ waiting room opens di- 
rectly into the main basement corridor of the new 
building. Off this corridor are the corrective gym- 
nasium and physiotherapy departments, the various 
pool rooms, utilities for hydrotherapy, operators’ 
room and shower, toilets, scrub rooms, rest room, 
and a surgical dressing room. 


Physiotherapy 


The corrective gymnasium with the treatment 
booths and special arm and leg baths, and hydro- 
therapy shower, has ‘been kept as one room—the 
treatment baths divided by cubicle curtains, the 
special baths by terrazzo partitions. This room has 


a cork floor, plaster walls, and a cork acoustical 
ceiling. Wall mirrors with directional lines in the 
cork floor help the patient in walking exercises. 
Large storage cupboards for the various pieces of 
corrective equipment, closets and cases for elec- 
trical apparatus, and a linen room with blanket 
warmer make this room a complete and efficient 
unit. The color scheme of blue and cork brown 
with ivory Venetian blinds gives it a cheerful as- 
pect. An outside door leading by means of an easy 
ramp to the small south gardens makes out-of-door 
treatments possible. 


Hydrotherapy 


There are three pools—one general exercise pool, 
fourteen feet by thirty-four feet, and two small 
pools, each fourteen feet by twelve feet, one with 
hot water, 102°, for spastic cases; the other of 
strong saline solution for the treatment of osteo- 
myelitis and other types of cases. The pools are 
all overflow type with the gutters outside the over- 
flow curb below the water level, thus eliminating the 
danger of scum washing back into the pool. The 
water is kept at this overflow point by a float valve 
and makeup tanks which automatically replenish the 
water lost in the overflow due to the movements of 
the patient. 

The floor, sides, and steps of the pools are corru- 
gated non-slip tile, gray in color. The overflow 
curbs and outside gutters are gray terrazzo to match 
the tile. The floor surrounding the pools is the 
same non-slip tile with a narrow blue tile border. 

The pool rooms have a wainscot seven feet high 
of bright blue glazed tile. The walls and ceiling 
above this are cork acoustic painted blue. The 
Ventrolite windows have white Venetian blinds. 
The electric lights are a recessed reflector type with 
inner mirrored globes exposed so as to be easily 
replaced. 





Section of Spastic Hot Pool 
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These cork acoustic walls and ceilings correct en- 
tirely the usual deafening reverberation to be found 
in indoor pools. ; 

In the large pool room and the corrective gym- 
nasium loud speakers have been provided to cre- 
ate a quieting musical atmosphere. 

In the large pool room, and reached by a special 
stair outside the room proper, there has been pro- 
vided a glass enclosed overhead gallery where 
parents, doctors, and others may watch the treat- 
ment without disturbing the patient. 


In connection with each pool there is a dressing 
room and shower, blanket warmers and closet for 
apparatus. Wherever possible the walls surround- 
ing these pools are glass, permitting easy super- 
vision. 

The surgical dressing room is equipped with 
sterilizer, scrub sink, and instrument cabinet. 


Hydraulic Lift 


The problem presented in hydrotherapy treat- 
ment has always been to transfer the paralyzed pa- 
tient from the bed to the poo! with a minimum of 
handling. In former installations many devices, 
ranging from a crude overhead sling with an im- 
provised boatswain’s chair to an elaborate trolley 
and gurney system, were used for this purpose. 
None of these seemed ideal so we cast about for a 
possible better solution. After many attempts along 
the usual lines we finally discarded all overhead ar- 
rangements and decided if we could devise a scheme 
which would use a stock perambulator from the 
patient’s bed to the pools, and there transfer the 
patient automatically to a hydraulic lift which 
would deposit him silently and gently into the water, 
we should have at least made some improvement 
over the noisy and cumbersome overhead systems. 
The regular elevator companies were called in to 





Special Chemical Pool for Treatment of Osteomyelitis 
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Sectional View of Normal Exercise Pool 


design and estimate on such a lift. None of these 
companies could be bothered by such a special prob- 
lem, and it was not until Fred Hart, a hydraulic 
engineer with a private laboratory and workshop, 
offered his services that any progress along this 
The lift was then designed and 
full-sized working models constructed, tested, and 


line was made. 


redesigned until the final model, as presented to the 
hospital authorities, was deemed satisfactory for 
transferring a patient quietly and gently from the 
perambulator to the pool. 

The lift, a hydraulic one, has a four-inch cylin- 
der, operates under a pressure of eighty pounds to 
the square inch; it raises and lowers a cradle con- 
sisting of two arms spread to support a litter with 
patient. This cradle can revolve through an angle 
of 180 degrees to fit either into depressions in the 
floor outside the pool or to descend into the water. 
The procedure with the patient is as follows: 

The patient arrives at the pool on a stock peram- 
bulator. This perambulator is equipped with a de- 
tachable wooden slat litter and inflated rubber mat- 
tress. The perambulator with its patient is wheeled 
into two tracks which lead the litter into a position 
such that the arms of the cradle when elevated wil! 
pass outside the wheels of the perambulator and 
pick up the litter with the patient, raising him to 
clear the perambulator entirely. At this point the 
cradle can be rotated so that the patient and litter 
are suspended over the pool; now the lift is low- 
ered and the patient allowed to settle gently into 
the water. These movements by the lift are con- 
trolled by pneumatic valves upon extensible rubber 
hose so that the attendant operating the lift can 
walk around and be close to the patient at all stages 


Section of School Room 


of the operation. Lifts such as this have been in- 
stalled in each of the three pools and have proved 
satisfactory. The action is gentle and slow, and the 
patient feels no fear. 

The pools themselves are equipped with plinth 
boards, exercise poles, and a pair of transverse 
adjustable walking bars. Each pool has an inlet 
for air under pressure to create extra movement 
in the water. The cleaning of the pools is accom- 
plished by means of a vacuum underwater brush. 


Design of Wards and Rooms 


The spacing of the steel columns was controlled 
by two factors—a unit dimension dictated by the 
stock Ventrolite window, and a six-foot center to 
center spacing for beds. This resulted for the ward 
floors, in two L-shaped wards facing the south on 
either side of the south wall of the present build- 
ing. These “L’s” are on the first and second floors 
only, the first floor “L” being wide enough to ac- 
commodate the second floor ward and terrace. By 
cutting the dimensions of the supporting piers to a 





Section of Special Helio-Ward for Boys 


minimum and extending the windows to the ceiling 
line, a maximum window area has been achieved. 

Windows are “Ventrolite” multiple opening, hori- 
zontally pivoted units, permitting great flexibility in 
the amount of opening. The windows are equipped 
throughout with Venetian blinds. 

The wards have a linoleum floor on concrete slab, 
terrazzo base; special steel bullnosed trim at doors 
and windows; plaster walls ; and acoustic celotex ceil- 
ings. All corners and angles have been rounded. 


The corner beads extend from floor to ceiling and 
are four inches wide on each face, securely anchored 
to insure against the hard usage to which a chil- 
dren’s hospital is subjected. 

The ward lighting is confined, except for recessed 
night lights, to a system of double lamps attached 
to the beds. Of these two lights, one is directed 
towards the ceiling providing an indirect system 
which is controlled by the nurse from a switch at 
the entrance; the other acts as a reading light and 
is locally controlled by a pull chain. The night 
lights illuminate only the path that the nurse needs 





One of the Six Helio-therapy Solariums 


use for night inspection. In wards thus illuminated 
the patient need not look into a light source. 

Each bed location is provided with a nurses’ call, 
convenience outlets, radio outlet, and an outlet for 
lighting. The wires for this multiple service are 
installed in a specially designed wireway which 
continues around the ward walls below the win- 
dows. This wireway has a detachable cover, mak- 
ing accessible at all times any or all of the circuits. 
The wireway has been grounded to prevent any 
shortage. 


Color 


In painting the new building the usual! cream 
color used in hospitals has been avoided. E. 7h 
floor has a distinctive color—bright clear green, 
blue, apricot, and yellow. The blinds are ivory and 
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‘the floors, except in pool rooms, are cork color. 
These clear colors give a very cheerful effect to 
the rooms universally admired by visitors and pa- 
tients alike. 


Exterior 


The building is a steel frame, concrete slab type 
with exterior brick walls and terra cotta tile par- 
titions. The exterior walls are of light brick 
trimmed with dark brick to match the old building. 


An attempt was made to confine the architecture 
entirely to the needs of the structure and al! orna- 
ment was eliminated. The successive floors of the 
building are stepped back, thus providing open sun 
decks adjoining each ward floor. The decks, paved 
with brown brick and surrounded by shelter walls 
with glazed openings, are used for heliotherapy. 


The: southern ends of the two wings are con- 


Section of Physio-therapy Department Treatment Rooms 


nected by a wall at the ground level to enclose a 
small exercise plot. A ramp leads from the first 
floor sun deck to this plot, and from there descends 
to the physiotherapy gymnasium, making possible 
outdoor physical correction directly off that room. 








Hospitals and Our Social System 


“The continued development of our hospital sys- 
tem is one of the most important phases in our whole 
social problem. We can help the hospitals develop 
and build for a greater future, and it is our duty to 
do so if we are to do our full part in giving leader- 
ship which recognizes the responsibility of the indi- 
vidual to society, and leadership which meets the 
challenge of the isms. 


“In these days, when it is so easy to look to the 
government or the state for aid whenever trouble 
arises, it is encouraging to find a group of self- 
reliant institutions striving to meet their own diffi- 
culties. I think this attitude is wholly in keeping 
with the real spirit of New York, because fully 
eighty per cent of the people of New York, despite 
seemingly large expenditures for relief, are inde- 
pendent and self-sustaining. This is a self-reliant 
city and the hospitals are self-reliant institutions— 
in fact, they are virtually the only community insti- 
tutions which have NOT received government sub- 
sidy of one sort or another. 


“ 


For this reason, if for no other, they deserve the 
help of every citizen. 


“But there is a more important reason why they 
deserve our help. They offer a community service 
that is a community protection. 


“The hospitals are there when we need them— 


they give us health protection when we need it, and 
they give it to all in need whether rich or poor. 


“Furthermore, the hospitals provide the only facili- 
ties we have for training doctors and nurses. With- 
out these hospitals we could not hope for trained 
doctors and nurses to care for us in our homes. 


“Finally, through their research work and their 
medical social service departments, they are con- 
stantly doing preventive work, which protects the 
community health. And, let us remember, that none 
of us can be assured of sound health unless we live 
in a community that has sound health.” 





SUBSCRIPTIONS TO HOSPITALS 


The annual subscription price to 
HOSPITALS is $2.00, and is included in the 
payment of annual dues for each institu- 
tional and personal member of the Asso- 
ciation. Members may order additional 
subscriptions at the rate of $2.00 a year. 


The subscription price of HOSPITALS to 
those who are not members of the Associ- 
ation is $3.00 a year. 


Single copies may be secured for 30 cents 
a copy. 
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American Hospital Association 
Objectives for 1937 


President Munger Emphasizes Features of the Association 
Activities for the Future 


T’. ; ee 


mind, this Asso- 
ciation would be 
valuable for 
years to come if 
it merely con- 
tinued the activi- 
ties in which it is 
at present en- 
gaged. If I were 
asked to name 
our most impor- 
tant activity, I 
should unhesitat- 
ingly say, “The 
work of the 
Council of the 
American Hospi- 
tal Association.” 
Since its birth as 
a brain-child of 
Dr. S. S. Gold- 
water at the De- 
troit Convention, 
the Council has 
rapidly passed 
through its in- 
tancy, has dis- 
carded its swad- 
dling clothes, 
kicked its cradle 
slats, and is now 
ready for long 
pants. I will not 
bore you with an 
enumera- 
tion of its studies, 
recommendations, 
publications, and 
general helpful- 


method. The se- 
cret of its success 
has been the pos- 
sibility of hold- 
ing regular meet- 
ings of an able 
group of interest- 
ed persons will- 
ing to work hard 
for the hospital 
cause. 

The adequate 
financial support 
of this Council is 
of prime impor- 
tance and it 
should come free- 
ly, both from As- 
sociation funds 
and, if possible, 
from gifts of in- 
terested friends 
of the _ hospital 
cause. I most se- 
riously solicit for 
Dr. Davis and for 
myself the sug- 
gestions of those 
present as to pos- 
sible sources of a 
few thousands of 
dollars a year for 
carrying on this 
work. Careful 
studies of hospi- 
tal problems en- 
tail costs, surpris- 
ingly small for 
what is to be 
gained; another 


ness to the Asso- C. W. Munger, M.D. expense is the 


ciation in its four 

years of existence. It has had two able chairmen 
in Dr. Goldwater and Dr. Davis, and I want to tell 
you that it has done more with the special projects 
which is has undertaken than could possibly have 
been accomplished by the time-honored committee 
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printing and dis- 

tribution of reports. The Council can be effective 

only if it can meet frequently, and because of the 

majestic distances in this continent of ours travel 
expense is necessarily a considerable sum. 

Group hospitalization is so important to the fu- 





ture of hospitals that you must all have heard doz- 
ens of accounts of what it is and what it is doing 
or can do in the financing of the voluntary hospital. 
The activities of the Council aided by the loan 
through the Julius Rosenwald Fund of the part- 
time services of Dr. C. Rufus Rorem, have been 
largely responsible for the promotion and success 
of Group Plans in many locations. This work 
needs to go on, and with still greater impetus until 
membership in Group Plans mounts from the pres- 
ent hundreds of thousands to a total of six or even 
seven figures. I have considerable hope and some 
assurance that we will be able, in 1937, to speed up 
this branch of the work of the Association and its 
Council. 


[ should, in fact, like to sound a note of opti- 
mism for 1937. We who have lived through the 
depression cannot ever forget it, but as I have gone 
about the East and Midwest in recent months, I 
have found unmistakable signs of improvement in 
the hospital situation. Occupancy figures are climb- 
ing almost without exception, municipalities are 
coming nearer to paying cost for care of the indi- 
gent, semi-private and private rooms are being re- 
occupied, and in spite of the impending election 
business is far above the level of a few years ago. 
I believe, with continued careful management and 
persistence in economy, that the coming year will 
see many hospitals through the worst of their trou- 
bles. It will be worth while to take stock, now, of 
the quality of the work our hospitals are doing and 
to be ready, no long time hence, to come out of the 
red both in grade of service rendered and in finance. 
It is my advice that we make ready to confront our 
supporting public with our legitimate needs (don’t 
try to get them all at once) for the period of re- 
covery and reconstruction which surely cannot be 
far in the future. 

Because of the forethought of our executive sec- 
retary, the president-elect was put to work as early 
as July in selecting committees for 1937. I should 
like to tell you about a few of the appointments to 
be made at the close of this convention. Mr. Asa 
Bacon of Chicago will continue his outstanding 
work as the Chairman on Membership. Dr. Mac- 
Curdy of New York will succeed himself as Chair- 
man of the Out-patient Committee. Mr. A. G. 
Hahn of Evansville has accomplished much for 
National Hospital Day and we are fortunate that 
he is willing again to head that Committee, with a 
membership essentially of his own selection. The 
Public Health Relations Committee will be led by 
Dr. Basil McLean of Rochester, whose excellent 
grasp of the hospital side of the question will be 
supplemented by a hand-picked group of public 
health specialists. 

To mention a few other chairmen: .Public Edu- 


cation, Dr. A. J. Hockett of New Orleans; Hospi- 
tal Planning and Equipment, Chas. F. Neergaard of 
New York City; Autopsies, Dr. R. H. Bishop of 
Cleveland; Hospital Libraries, Dr. E. M. Blue- 
stone of New York; Air Conditioning, Dr. Lucius 
Wilson of Galveston. 

The Association will undoubtedly wish to repeat 
the Institute for Hospital Administrators. The very 
successful 1936 session has just closed in Chicago 
and was largely the result of much devoted work 
upon the part of a committee of Chicago members 
of the Association under the chairmanship of Dr. 
Davis, who has agreed to serve next year. This In- 
stitute and the one-year course in hospital adminis- 
tration offered by the University of Chicago are of 
tremendous importance to the future of good hos- 
pital management and deserve our continuing sup- 
port. An expression by this Association to the 
President of the University of Chicago for that in- 
stitution’s assistance in these two important under- 
takings would seem definitely in order. 


Facilities for the care of convalescent patients 
have failed to keep pace with the growth of Ameri- 
can and Canadian hospitals. Our Association could 
well devote more attention to this important phase 
of the care of the sick. I-hope to encourage more 
activity within the Association by our members who 
are engaged in convalescent work. Studies of ways 
and means to secure proper care for our patients 
during convalescence might very well be carried on 
in the Council of the Association. The Membership 
Committee could help by enlisting to our numbers 
more people from the field of convalescence, as 
their knowledge of the peculiar functions and needs 
of this work could be used to the advantage of at 
least some of the patients of every hospital. We 
have talked a great deal in the past of following the 
patient through to a satisfactory end-result. This 
goal can only be realized, in many cases, through 
availability and proper use of convalescent facili- 
ties. 

I desire to call the attention of the Association 
to the New York City World’s Fair in 1939 
The question has already arisen as to whether our 
Association will want to have an exhibit for its 
educational value to the millions who will probably 
attend. I believe that a good exhibit might prove 
definitely helpful in gaining better public under- 
standing and support for our work. Since such a 
decision cannot be lightly made it would undoubt- 
edly be helpful to have a special committee to study 
the matter, and to begin its work in the near future. 
The suggestion is offered that a meeting in or not far 
from New York in 1939, might be made a part of 
the plan. Dr. MacEachern’s Committee on Inter- 
national Hospital Relations will, no doubt, also be 
interested as the International Hospital Association 
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is expected, at its meeting in Paris next year, to 
decide to come to the United States for its 1939 
Biennial Congress, marking the tenth anniversary 
of the first congress which was held in Atlantic City 
in 1929, 

I turn to a completely different subject, viz.: 
anaesthesia in hospitals. The anaesthesia work or 
department of the hospital has become far more 
complicated and important than in the days when 
ether-pouring was about our only method of reduc- 
ing our patients to that pliant and cooperative state 
demanded by the surgeon. We have long held an 
impartial attitude toward the question of whether 
a nurse anaesthetist or a physician anaesthetist was 
to be preferred. I believe we should continue such 
an attitude, and I firmly believe that nurses may 
be trained to give perfect inhalation anaesthesias. 
With the advent of spinal, intravenous and other 
routes for the introduction of anaesthetic agents, 
the plot has thickened, and I am convinced these 
newer methods will bring the physician into a pro- 
gressively more prominent position in the field of 
hospital anaesthesia. 

I believe it is time for every hospital to take 
stock of the efficiency and safety of its anaesthetic 
work, and that a competent committee or study 
group of the Counci! should be taking the matter in 
hand. The work of the anaesthetist is closely re- 
lated, indeed, to another recent and major develop- 
ment in hospital work; I refer to the various gas 
therapies and especially to oxygen therapy. The 
possibility of medical supervision, at least, or a pos- 
sible combined department embracing anaesthesia, 
resuscitation, prolonged artificial respiration, oxy- 
gen therapy, and other gas therapies, as has been 
suggested by Dr. Paluel J. Flagg and the Society 
for Prevention of Asphyxial Death, demands consid- 
eration. 

The rapid development of Examining Boards and 
standards for the specialist’s preparation by all of 
the principal medical specialties will shortly require 
an almost complete overhauling of our hospital resi- 
dency plans. It is suggested that the title of the 
Committee on Interneships be extended to include 
residencies and that its assignments in the next year 
or two include the working out of residency plans 
which will fit the new conditions. 

The hospital situation in this period of beginning 
recovery demands vigorous use of the various avail- 
able channels of publicity for the purpose of stimu- 
lating the support of hospitals by means of dona- 
tions from the public. With the aid of the United 
Hospital Fund of New York I have already been 
able to secure the endorsement of such an idea from 
hundreds of representative citizens of both the 
United States and Canada. It is hoped that the 
Association may be able to use these endorsements 
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effectively in continent-wide publicity. Let me sug- 
gest, also, that local communities keep in touch with 
what I think we will call the “Famous Names De- 
partment.” We are very likely to be able to fur- 
nish you with expressions in favor of hospital-giv- 
ing from well-known people from your own town or 
state, as well as persons of national importance. 

The work of the Joint Committee of the three 
hospital associations, reported upon by President 
Buerki, should by all means be continued. 


We owe more attention to the encouragement of 
real hospital social service work, quite aside from 
the function of financial investigation, which is, in- 
deed, a different and to my mind a less important 
matter. 

Continuation of our cooperation and study with 
the nursing profession of mutual problems is a very 
real necessity. Let us face, and, if necessary, strug- 
gle with the vital problems related to nursing serv- 
ice and nursing education. To do this we must 
ourselves, as administrators, really know and ap- 
preciate nursing situations. It will be to our ad- 
vantage to confer with rather than blindly oppose 
this and other professions when our interests appear 
to conflict with theirs. 

Likewise, though less vitally important, we should 
maintain a close working relation with the Ameri- 
can Dietetic Association and the Association of Rec- 
ord Librarians of North America in relation to the 
trained workers in those fields who are employed 
by us, and also pay particular attention to the stand- 
ards for training of future dietitians and future 
record librarians who are being educated in our 
midst for employment with us. 

Last, let me mention the importance of the con- 
tinuance of the best possible cooperation with the 
American Medical Association, American College 
of Surgeons, American Public Health Association, 
and similar groups within the medical profession. 
Without them we are helpless. They are rapidly 
realizing how important we are to their aims. 

In closing, I want to say that your confidence in 
choosing me for the Presidency for the coming 
year is deeply appreciated. I pledge my best efforts 
and shall hold it my duty to administer the office so 
as to maintain and promote good standards in the 
care of sick persons in hospitals. If my optimism 
for the futtire is as well justified as I firmly be- 
lieve it to be, the year to come should prove one 
of rare accomplishment and advancement for all of 
our hospitals. It is my hope and intention that your 
Association, its officers, its entire organization, in 
fact, shall be ready to supplement to the greatest 
possible extent the social and economic forces which, 
I believe, are rapidly bringing us better days and 
still greater opportunities for service to our fellow- 
men. 





How to Get a Dollar’s Worth Out of 
the Power Dollar 


PHILIP W. SWAIN 
Editor of Power 


©... FRANKLY, I am not a hospital man, 


although I have patronized your institutions rather 
unwillingly from time to time. I didn't see much of 
the power plant on those occasions, but was properly 
impressed with the complexity of modern medicine 
and surgery, and with the remarkable things the 
power services do when they land on the unsuspect- 
ing patient. Which reminds me that the power plant, 
like medicine, needs its general diagnosticians, as well 
as its specialists. 

However, power engineers have to poke their 
noses into every industry, and into every type of 
institutional plant. We flit back and forth among 
sugar and oil refineries, paper and steel mills, shoe 
factories, automobile plants, sawmills, hospitals, 
hotels and public buildings. 

This contact with all kinds of industries and all 
kinds of institutions would be confusing, were it 
not for the fact that we find in all of them a common 
pattern of the power services. In fact, after years 
of contact with various types of plants, I have been 
able to draw a diagram that includes the elements of 
any power plant anywhere. It will fit a hospital as 
well as a hotel, an oil refinery as well as a shoe fac- 
tory. This is not a picture of any one power plant, 
but any one power plant is part of this picture. 


Power Plant Is an Organism 


To make myself clear, I should redefine “power.” 
To the man in the street, and even to many an engi- 
neer, “power” means simply electricity. Perhaps he 
goes one step further and includes also mechanical 
power. But we who are concerned with technical 
journalism in this field find such a definition totally 
inadequate, because it omits nine-tenths of the job of 
the power engineer in the fields of institutions, in- 
dustry and public buildings. His job is to generate, 
transmit and apply, not merely electricity, but all of 
the “power services.” 


These power services include any fluid service that 
flows to the point of application through a wire, a 
duct, a pipe, a shaft, etc—any service that is ‘‘on 
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tap.” When you stop to think of it, this means high- 
pressure steam, low-pressure steam, cold water, hot 
water, electricity, mechanical power, refrigeration, 
compressed air, heating and ventilating, air-condi- 
tioning. All of these are found in the hospital power 
plant. Most of them are found in any power plant 
outside of the central stations, which are concerned 
solely with electrical generation. 

To this list we arbitrarily add elevators. They 
are not a power service in line with the definition 
just given, but they do generally come under the 
supervision of the top mechanical man, whether his 
title be “power engineer,” “plant engineer,” “chief 
engineer” or “mechanical supervisor.” The termi- 
nology varies from one field to the other, but in 
practically every field a single man is responsible for 
the generation, coordination and distribution of these 
power services. 

The “power plant,” as we define it, is not merely 
the place where electricity or steam is produced, but 
is rather the complete assemblage of equipment used 
to produce and distribute all of the power services. 
They are closely related and cannot be considered 
independently. 

It helps to think of the power plant as an or- 
ganism, rather than as a mere bunch of machines. 
Moreover, each section of the power plant is an 
organism—for example, the boiler room. The boiler 
has its heart (the feed pump). The heart must 
keep in step. It must beat faster when the boiler 
produces steam, just as a man’s heart beats faster 
when he runs uphill. The boiler has its food (coal 
or oil). To utilize the energy in this food it breathes 
air to oxidize the fuel. The rate at which the fuel 
is oxidized is the metabolic rate of the boiler. In 
fact, to carry the physiological parallel a little farther, 
it would be perfectly possible to run-a basal metab- 
olism test on a boiler by absorbing and measuring 
all of the carbon dioxide delivered from its smoke- 
stack. 

The boiler, like the human body, has its energy 
balance. Over a long period, the energy input in 
the shape of fuel is exactly equal to the output in 
steam, plus losses through the stack, through the 
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grate and through the boiler 
walls. About the only dif- 
ference is that the engineer 
measures his energy in the 
hard-bitten units of the En- 
glish system—feet, pounds, 
British thermal units; where- 
as the medical man, if he 
plays with such things at all, 
deals with calories. The cal- 
ories in spinach are twin 
brothers of the B.t.u. in the 
coal pile. 

While considering the hos- 
pital, it might pay us to take 
a look at a hotel. In fact, the 
hospital might be defined as 
medical services superimposed 
on a hotel—board and room, 
plus doctors, nurses, and ex- 
perienced administrators. 

From the angle of the pow- 
er services, the similarities 
are striking. A few years 
ago I had occasion to study 
the power services in a large 
new hotel in New York. The 
power plant contained equip- 
ment to generate and distrib- 
ute high-pressure steam, low- 
pressure steam, refrigeration, 
hot water, cold water elec- 
tricity, compressed air, heat 
and ventilation, air-condition- 
ing. Incidental services in- 
cluded pneumatic tubes, cen- 
tralized vacuum cleaning, ele- 
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vators. To make the parallel 
more striking, this hotel 
housed an enormous laundry, like that associated 
with the typical hospital. 

Consider a great ship like the Normandie or the 
Queen Mary. There, again, you find the identical 
power services. About the only difference is that 
the hotel or hospital stretches up and down, and the 
ship fore and aft. Then you can jump all the way 
to a North Carolina textile mill and you will still 
find electricity and mechanical power, compressed 
air, cold and hot water, high and low-pressure steam, 
and so on. 

The power plants of various industrial establish- 
ments, building and institutions differ not so much in 
their basic elements as in the proportions of the 
various services produced. In this each is a special 
case. 

For you the practical point in all this is that the 
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whole of American industry, plus all institutions and 
public buildings, are partners with the hospitals in 
developing and testing equipment and operating 
methods that will save you money and give you 
better service. 

As a matter of fact, I do not know how much 
money could be saved in operating the power serv- 
ices of American hospitals. However, it is my guess 
that the present loss is approximately 50 cents on 
every dollar spent. Long observation of industrial 
plants and institutions in general shows us that this 
is about the American average for all types of plants 
(outside of the utility central stations). 

This statement may surprise you, particularly in 
view of the fact that hospitals in recent years have 
been forced to pinch every penny. Yet this very 
penny-pinching is undoubtedly responsible for much 





of the waste. The power plant that lives from hand 
to mouth is like the poor man who buys coal by the 
scuttle at $15 per ton because he can never scrape 
up enough money to buy a full ton for $10. 

Don’t misunderstand me to mean that the average 
American power plant, and presumably the average 
hospital power plant, can cut the cost of a kilowatt 
hour in half (although that is done now and then). 
I refer to all of the power services, and to the waste 
in transmission and application, as well as in genera- 
tion and purchase. I mean that the total money you 
spend in a year for purchased electricity, coal, oil, 
repairs, maintenance and so on for the whole power- 
service set-up can probably be reduced by about 50 
per cent if your plant has not had expert engineering 
attention, plus the cooperation of the management, 
plus the funds for dollar-saving improvements. 


Take steam costs, for example. The average plant 
starts out by burning the wrong fuel, paying too 
much for its raw heat. On top of this, good carbon 
is wasted through the grate, and live heat up the 
stack and through furnace walls. Mechanical firing 
equipment, plus the right fuel, would probably cut 
25 per cent from the cost of each thousand pounds 
of steam produced. 

Then comes the waste of this steam in transmis- 
sion. Bare steam pipes parboil the power-plant per- 
sonnel and bleed the hospital pocketbook. Traps 
leak ; hot condensate goes to the sewer. A big crew 
is busy day and night fixing leaking valves and gad- 
gets that should be junked. 

At the application end some hospital rooms are too 
cold, while others are so hot that windows must be 
opened to waste excess heat. Steam is wasted in 
laundries and in sterilizers, for the simple reason that 
it is nobody’s business to save it. At least nobody 
knows how much is used and nobody concerned 
would get the credit for saving any of it. 

All in all, you will have little difficulty in adding 
up your 50 per cent waste if you consider trans- 
mission and application, as well as generation. If 
your particular plant is not as bad as that, congratu- 
lations ; you are doing better than the average. 

And all this, let me emphasize, is not an attack on 
hospitals. Similar wastes prevail in hotels, institu- 
tions, public buildings and industry. 

As a wandering observer of power-plant opera- 
tions in all industries, I have been interested in the 
psychology of those who analyze institutional costs 
for the purpose of cutting expenses—their tremen- 
dous concentration on certain items (I might call 
them “hobby items”’), and their blindness to others of 
equal or greater importance. 

A most interesting example of this came to my 
attention several years ago. In New York was held 


an important meeting of hotel cost accountants. I 
studied their proceedings. Hotels naturally give a 
lot of thought to food. So every hotel accountant is 
a shark on food. He figures the costs of breakfasts, 


_ of lunches and of dinners; he figures the costs of 


meals per guest, and of meals per employe. He 
knows his meals and loves to figure them to the last 
decimal place. 

There can be no criticism of this, because close 
attention to this food problem can save any hotel a 
lot of money. But it made me smile to see how 
power costs were handled by the same group. The 
hotel accountants had eaten food, but they had never 
eaten coal, oil or refrigeration. They couldn’t un- 
derstand what was going on in the power plants of 
their hotels, except that each month brought forth 
sizable bills for coal, oil, electricity, water and labor. 
So they solved the whole problem by lumping these 
costs into the single item, “Light, Heat and Power.” 
The cost per meal per worker might be 24.263 cents, 
but as far as the accountant was concerned; the cost 
of light and power was $141,253 per year, and that 
was the end of it. This has been very aptly called 
the “Sewer System of Accounting.” Briefly, it con- 
sists of a detailed study of all the things one under- 
stands, and the lumping of everything else into a 
single item to make the total come out right. 


About the only use for accounting of any sort, as 
I see it, is to segregate those items wherein big 


savings can be made, so that something can be done 
about them. If the combined bill for electricity, fuel, 
power-house labor, etc., were something fixed and 
unchangeable—if the fuel bill were an “Act of 
God,” which could not be decreased or increased by 
intelligence or the lack of it—one might as well lump 
them and merely say that it costs so much to supply 
the power services, and that is the end of it. 

The fact is that coal bills, electrical bills and power 
service bills and maintenance bills are most decidedly 
controllable items, so controllable that one hospital 
can spend a dollar to get the same kind and quantity 
of service another can purchase for 50 cents. 

The saving is made in just two ways: First, by 
cutting the unit cost of the services; second, by using 
less of each service. Both can be accomplished with- 
out cutting the quality of service, if equipment is 
modern, well coordinated and expertly managed. In 
fact, improved service and lower cost generally go 
hand in hand. 

First watch and keep down the unit cost of steam 
(cents per thousand pounds), the unit cost of elec- 
tricity (cents per kw.-hr.), the unit cost of water 
(cents per thousand gallons), the unit cost of eleva- 
tor operation (cents per car mile), etc. 

Next watch and keep down, for each major de- 
partment of the hospital, the consumption of these 
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same services. This, in two sentences, is the recipe 
for cutting power-service expenses. 

None of these things can be done without meters. 
It is absolutely basic to any system of hospital 
power-service control that meters be used to deter- 
mine the quantity of each major service produced 
and delivered to the institution. By major service I 
mean any service that runs into a substantial yearly 
cost. Small services can be lumped or estimated by 
indirect methods which the engineer will understand. 
First comes electricity. Measure, not only the elec- 
tricity you buy or generate, but that delivered to 
each hospital department. Charge the actual con- 
sumption against departments and consumption will 
drop off almost immediately. 

Next comes steam. The total steam generated 
should be measured by a steam meter or by a meter 
on the water fed to the boilers, preferably by both 
as a check. All well engineered plants do that now. 
But go a step further—measure steam to major de- 
partments, charging its cost against these depart- 
ments, and watch the savings roll in. 


In the same way, the water used by the institution 
should certainly be measured as a whole, and by 
major departments. It will probably pay to separate 
cold and hot water in this measurement, because hot 
water is worth more than cold and therefore more 
worth saving and producing cheaply. Similarly, re- 
frigeration and compressed air, if used in appreciable 
quantities, should be metered. 

Watch the laundry. Be sure to keep a separate 
record of its consumption of steam, hot water, cold 
water and electricity. Laundries, uncontrolled, are 
prime wasters of power-service dollars. 


In these days of aggressive selling, the manage- 
ment may easily be confused by frequent urging to 
buy this and buy that. In general, only a power 
expert can tell what is worth getting and what is not. 
Yet any engineer, without even looking at your 
power plant, can tell you that you need meters if you 
haven't got them now. The money invested in a 
main steam meter, for example, will generally pay 
for itself in less than one year—often in less than 
six months. 

Although not all engineers agree with me in this, I 
feel that the cost of the power services, as reported 
monthly, should include also the cost of the fixed 
charges on all of the equipment used in generating 
these services. That throws it right back on the en- 
gineer. He asks for a new flowmeter which costs 
$300 and will, he claims, save $600 a year in oper- 
ating costs. If his accounting system is properly 
set up, this $600 is going to show in his favor. On 
the other hand, the fixed charges on the $300 invest- 
ment he advised will stand against him. The net 
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result, if he told the truth, will be very much in his 
favor and in favor of the hospital. The real test of 
a proper power accounting system is that it makes 
the interests of the hospital identical with those of 
the power engineer. With such a safeguard, and a 
competent engineer, one may safely follow his sug- 
gestions, knowing that he is not going to suggest 
anything that will increase the total cost of service. 

For years engineers have been talking about the 
so-called “by-product power.” We generally think 
that any product can be made more cheaply by mass 
production than in small lots. It would naturally 
follow that electricity could be produced more cheap- 
ly in a large central station devoted exclusively to 
this purpose, than in a hospital, in which the produc- 
tion of electricity is incidental. This would almost 
invariably be true were it not possible, under certain 
circumstances, to produce power as a by-product of 
heating and process steam. 4 

Steam which is later to be used for heating build- 
ings, or for making hot water, can be run through an 
engine or turbine first, and thus produce power for 
an additional coal consumption of not more than 
one-third of a pound per kilowatt-hour. The best 
central stations require about 1 Ib. of coal. In addi- 
tion, the central station must pay the cost of elec- 
trical distribution, and add a profit. On the other 
hand, the central station buys its coal more cheaply. 


This problem is extremely complicated, and ix 
would be absolutely unfair for me to lay down any 
general rule, except that any hospital of medium 
or large size should at least ask a competent and dis- 
interested engineer to investigate the possibilities 
along this line. All that is needed is an open mind 
and a willingness to face the facts, whatever they 
may be. 

It is impossible to list all of the major opportuni- 
ties for saving power-service dollars, but here are a 
few: 

1. Shift from purchased power to locally generated 
power 
Shift from locally generated power to purchased 
power 
Change from oil fuel to coal, or coal fuel to oil 
Change to a less expensive grade of coal, with 
equipment to burn it effectively 
Keep boilers free from soot and scale 
Change from hand-firing to mechanical firing 
Cut down the excess air to the furnace by using 
tight settings and combustion instruments. 
Install heat recovery equipment, such as econo- 
mizers and air heaters 
Use exhaust steam from auxiliaries and engines 
to heat buildings and water 





Use heavy heat insulation on all steam pipes and 
hot tanks ; 
Heat the boiler feed water to a higher tempera- 
ture 

Use lower steam pressure on the building heat- 
ing system 

Install centralized control of the heating system 
Cut down demand charges on electricity by 
eliminating unnecessary consumption peaks 
Use meters to measure the consumption of elec- 
tricity, steam, water, etc., by the various hospital 
departments 

Hire a competent engineer and give him au- 
thority and cooperation 


Pay this engineer enough salary to get him and 
hold him, and be certain that you will get it 
back many times over in power service savings 


Every manager of a hospital must be greatly con- 
fused by the innumerable suggestions he receives 
from salesmen, that he buy this or that to improve 
the efficiency of his hospital power plant. If he 
follows all of these suggestions he will undoubtedly 
go wrong. In fact, many of them conflict. On the 
other hand, if he decides that they are all “hokum,” 
and that his plant is running well enough as it is, he 
will lose a lot of money. What to do? All I can 
say is this: “Get a doctor.” Without expert advice 
you will never in the world be able to make the 
proper selection among all of the innumerable rem- 
edies offered, most of which are good when applied 
in the right place, but few of which are panaceas. 


In short, if the top man responsible for the me- 
chanical services is not himself an expert power 
engineer, he must have such a man working for him, 
either in the capacity of a consultant or operator, 
preferably both. 


Having hired the right kind of a man for engineer, 
having given him responsibility and the authority 
that goes with it, management has a right to demand 


results. Insist on monthly reports of steam and 


electrical costs, etc. Ask for a record of the total 
quantities produced and the distribution to depart- 
ments. In short, set up a power service cost system 
based on meter records. 

If the engineer knows his job he will welcome such 
an opportunity to prove his worth. Without-such a 
system you may never know whether your overall 
power service costs are too high. And if they are, 
you will certainly not know why. 

Without pretending to be an expert on hospital 
management, I may point out certain yardsticks that 
can be applied in the consumption of power services. 
One, of course, is the number of beds in the hos- 
pital. Another is the number of occupied beds or 
patients (I assume that the two are the same). 
Others are the total cubic footage of buildings to be 
heated, and the average winter temperature expressed 
scientifically in “degree days.” Just how these should 
be applied is a matter for your expert hospital engi- 
neer to decide. 

It would be well to ask the engineer to report 
monthly heating steam used per thousand cubic feet 
of building space per degree day. This reduces the 
heating steam to a performance index which can be 
compared with other seasons and other hospitals. 
Some other service (water or laundry steam, say) 
might be expected to be in about proportion to the 
number of patients. 

Let me sum up the vital points from the angle of 
management : 

1. Put a competent éngineer in charge. Pay the 
salary necessary to get that sort of man 
Demand monthly reports on the power services, 
including unit costs, quantities bought or pro- 
duced, and distribution to departments 
Give the engineer authority to replace obsolete 
equipment and make other changes 
Hold him responsible for the dollar results, in- 
cluding the fixed charges incurred 
Expect him (and you will not be disappointed ) 
to save his salary severa] times over 








Hospital Council of Brooklyn 


At the recent annual meeting of the Hospital 
Council of Brooklyn, the following officers were 
elected for the year 1936-1937: 


President : 
Louis Schenkweiler, Jr., Superintendent, Wyckoff 
Heights Hospital. 


Vice-president : 
Bernard McDermott, Superintendent, Long Island 
College Hospital. 


Secretary-Treasurer : 


Augusta E. Abel, R.N., Superintendent, Lutheran 
Hospital. 


Executive Committee: 


Augusta E. Abel, R.N. 
Dr. M. L. Dryfus 
Major J. C. Butte 


Louis Schenkweiler, Jr. 
John H. Olsen 
Bernard McDermott 
Dr. John E. Daugherty 
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The Care of the Indigent Sick 





ing the friends of hospitals everywhere. 





Editor’s Note-—One of the principal objectives of the American Hospital Association is to main- 
tain effective public relations, not only with community*organizations interested in public welfare, 
but, much more important, with the individual in the community—to educate the people themselves 
in the work of their hospitals, and to enlist their cooperation and moral and material support. One 
of the finest single efforts which has been made in this direction was the round table radio 
broadcast at the Cleveland Convention. The broadcasting station in Cleveland has received hun- 
dreds of letters from interested listeners who had tuned in on the round table. We are printing it in 
full, and commend it to all our hospitals and their organizations as a most effective means of reach- 








Tx FOLLOWING was one of the broadcast 
programs arranged by the American Hospital Asso- 
ciation during its convention in Cleveland and was 
directed through the National Broadcasting Company 
facilities, on the night of September twenty-ninth. 

There was a rather interesting background to this 
program and by way of explanation it should be 
stated that the idea of the symposium broadcast was 
suggested by John A. McNamara, Director of the 
Cleveland Hospital Service Plan. The General Ar- 
rangements Committee composed of Cleveland hos- 
pital executives, after some discussion, determined 
upon the subject of The Care of Indigents in 
Hospitals. Mr. McNamara was commissioned to 
write the outline, or in radio broadcasting termi- 
nology, “the continuity.” The General Arrangements 
Committee then indulged in a dress rehearsal and the 
various parts assigned to the speakers on this pro- 
gram were read and criticized. 

The net result was that each speaker was sent a 
copy of the broadcast and he was requested to con- 
vert the part assigned to him into his own thoughts 
on the subject so that when the program finally went 
on the air, each “actor” had, so to speak, rewritten 
his own role. 

Mr. McNamara acted as the director for the 
broadcast which was. particularly well-received by 
the people listening in and there was considerable 
favorable reaction to the idea which many of the 
interested hospital executives believe can be devel- 
oped into a very useful type of broadcast. 


Station Announcer: 


This evening we are privileged to listen in on a 
round-table discussion in which six men, all promi- 
nent in hospital administration, are the discussants. 
This week the American Hospita) Association is 
holding its annual session at Convention Hall and 
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there are in attendance hospital administrators from 
all parts of the United States and Canada. With 
us seated around a table tonight are the following: 

Rt. Rev. Monsignor Maurice F. Griffin of Cleve- 
land, who is the Senior Trustee of the American 
Hospital Association and Vice President of the 
Catholic Hospital Association; Dr. Robin C. Buerki, 
President of the American Hospital Association and 
Director of the University of Wisconsin Hospital at 
Madison, Wisconsin; Dr. Nathaniel W. Faxon, 
Director of the Massachusetts General Hospital, 
3oston, Massachusetts, formerly President of the 
American Hospital Association; Dr. Benjamin W. 
Black, Director of the Alameda County Hospital, 
Oakland, California, and formerly President of the 
Western Hospital Association; Dr. C. S. Woods, 
Superintendent of St. Luke’s Hospital, Cleveland, 
and President of the Cleveland Hospital Council ; 
and Dr. Claude W. Munger, President-Elect of The 
American Hospital Association and Director of 
Grasslands Hospital, Westchester County, New 
York. 

These men are discussing problems that are vital 
to everyone, rich, poor and those in moderate cir- 
cumstances. Monsignor Griffin is speaking. 


Monsignor Maurice F. Griffin: 


Hospitalization is one of the greatest achievements 
of the American people. Seventy-five hundred hos- 
pitals open their doors to the sick and the injured 
throughout the length and breadth of our continent. 
They represent a group valuation of more than four 
billion dollars. They spend seven hundred and fifty 
million dollars a year for operation. Three-quarters 
of a million people are serving the sick in these insti- 
tutions. Some of these institutions, particularly in the 
metropolitan centers, built and supported by taxation, 
have facilities for thousands of patients. But the 





great majority of them, not only in the great centers 
of population but especially in the smaller cities 
have been built and are supported by private con- 
tributions. Our fellow citizens, in groups of hun- 
dreds or thousands, and hundreds of thousands 
totaling a large percentage of our people have thus 
expressed their preference for this type of hospital. 
It has become an American Institution. During the 
post-war prosperity, we spent a million dollars a day 
for ten years to give America its system of voluntary 
hospitals, rebuilding the old ones and furnishing en- 
tirely new ones. This is one of the finest expressions 
of the spirit of a great people. Side by side with 
their educational and religious institutions are their 
voluntary hospitals:—which bear a relationship to 
both, for our hospitals educate the nurses and the 
young doctors, and offer a vocation for those whose 
service is inspired by the noblest of motives. 


In the forefront of the world’s progress in scien- 
tific and professional lines, our hospitals are dis- 
tinctive because of the quality of the care they give 
the indigent patients. Many people are able to sup- 
port themselves under normal conditions. But a 
hospital bill is seldom anticipated and many are un- 
able to meet it. Those who are not indigent by any 
other count are indigent in regard to paying a hospital 
bill. “The poor you have always with you” in a 
hospital. Even before the depression in many of 
the voluntary hospitals fifty per cent of the patients 
were unable to pay for the treatment given them. 
In the tax supported hospitals the assumption 
is that none of the patients are able to pay. There 
is no hope that the economic condition of the great 
majority of our people will be so improved as to 
solve this problem. During the days of our pros- 
perity the deficits created by the extension of free 
service melted away before the generosity of our 
people who built and maintained the voluntary hos- 
pitals. The depression made it impossible for them 
to continue. Contributions ceased, endowments 
dwindled. The hospitals bravely faced the responsi- 
bility the people had placed on them. “A public 
service is a public trust.” They staggered along 
under the increased burden for the general welfare. 
They were able to carry on only because of the 
loyalty of their self-sacrificing personnel, and with 
the most rigid economy, curtailment of service and 
most serious extension of credit. Bankruptcy forced 
mote than four hundred of them to close. The 
Federal Government when it took over relief gave 
work and food, gave clothing and shelter to the 
indigent, even gave medical and nursing care when 
sick in the home, but when it became necessary for 
the patient to go to the hospital, the government 
refused to follow its patient, refused to continue 
its interest in the case, refused to pay for the hospital 


care of its former patient—insisting that public 
opinion forced the hospitals to care for all who were 
brought to them. The Federal Government in re- 
fusing to pay for its cases in the hospitals during the 
depression refused to lift the overpowering burden 
of free service the hospitals were carrying. It is 
well for the public to know the facts. What is to 
be done about it? The American standard of living, 
the general health of the community demands that 
all of the sick be taken care of. 

Dr. Buerki, as President of the American Hos- 
pital Association, you have been in every section of 
the country during the past year. You have a gen- 
eral view of the situation and you have first hand 
information. Dr. Buerki is director of the University 
of Wisconsin General Hospital, at Madison, Wis- 
consin. 


Dr. R. C. Buerki: 


Monsignor Griffin, the problem is much easier 
to state than to solve. It is simply this: How 
will the hospitals of the country meet the care 
of the indigent patients in the future? That is 
an ever present problem, it is one that has a di- 
rect bearing on every citizen in the United States. 
The health of the poor affects directly and almost 
immediately the health of the very rich, the well-to- 
do and those who by hard work and frugality are 
able to keep their heads above water. Every citizen 
should realize that health is wealth. The problem 
is, however, a two-edged sword; the community may 
have health and pay for it or we will not have health 
but in the end we will pay for not having it just the 
same. We pay for it in loss of health and happiness. 

We must remember that disease is no respecter 
of persons. The epidemic of the slums soon becomes 
the scourge of the whole community, but the epidemic 
arrested at its source saves the community from un- 
necessary illness, much expense, cuts down the death 
rate, but above all saves many individuals countless 
hours of needless anguish. So you can see that the 
old adage “‘an ounce of prevention is worth a pound 
of cure” was never truer than when applied to the 
health of the community. We must at all costs take 
care of the sick poor. It is the most important func- 
tion of any community. In Wisconsin the University 
Hospital meets a portion of this problem by offering 
facilities for the care of people who are unable to 
pay for care and whose family physician needs spe- 
cial diagnostic assistance to help the patient to 
regain his lost health. We can’t depend upon those 
hospitals operated by Government agencies to do the 
whole job, although much of it can be accomplished 
in city and county hospitals. My friend at my left, 
Dr. Faxon, should have some interesting comments 
on the subject. As director of the Massachusetts 
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General Hospital you know the problems confronting 
Boston and the other large cities of the country. 


Dr. N. W. Faxon: 


Dr. Buerki, you have opened discussion upon 
a.large subject so in order that we may all un- 
derstand what we are talking about, let us start 
at the beginning. First of all, it appears to me 
that the care of the sick is not the problem of a 
single hospital, but is the problem of the community. 
It may require only one hospital, to meet this need, 
or it may require one hundred. This or these, hos- 
pitals may be built and maintained by philanthropic 
individuals or by public money. In either case they 
are dedicated to the care of the sick. If there be 
only one hospital, it must care for all groups—the 
poor—the people of moderate means and the rich. 
If there are many hospitals, these groups may be 
segregated but collectively they must provide facili- 
ties for all. 

Boston, New York, Philadelphia, Baltimore, and 
other cities along the Atlantic Seaboard, confronted 
with the problem of floods of immigrants were 
forced to care for indigent patients through the 
building of city hospitals. By indigent, we mean, 
those persons who while normally self-supporting in 
health, are unable to pay for needed hospital and 
medical care when sick. 


This example was followed and improved upon 
during the western expansion of the United States 
and Canada. Improved upon, in that instead of re- 
quiring that indigent patients should be cared for 
only in city hospitals we find cities and states recog- 
nizing their moral obligation and accepting their 
financial responsibility for the care of the indigent 
patients wherever they were cared for.. In some 
states, as for instance, in New York, this.was clearly 
stated in the Public Welfare Act of 1929 which 
placed responsibility for the care of indigent sick 
squarely upon the community in which that person 
lived. In Massachusetts, this responsibility was vol- 
untarily accepted by most cities and towns, i.e., they 
recognized the moral obligation without legislative 
compulsion. Where cities have city hospitals, this 
policy operates in a supplementary way, as to pro- 
vide additional beds when city hospitals are crowded 
or to provide facilities which their particular city 
hospital does not possess. 

Nearly everywhere we see an awakened and en- 
larging public conscience towards the care of the sick 
and a determination to improve the health of all. To 
this end we have doctors, nurses, boards of health, 
sanitary officials and hospitals. Hospitals form, as 
you will know, a most important part of this army 
and armament for health. If people would have a 
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healthy community they must support their hospitals, 
not merely passively with an occasional donation but 
actively through interest and understanding. 


Monsignor Griffin: 


That is very fine, Dr. Faxon. The State and 
City officials on the Atlantic seaboard have pio- 
neered in forward looking legislation. You are 
fortunate in having far-seeing men at the head of 
your government. It is now encouraging to find 
civic leaders and public officials who realize the im- 
portance of assisting the hospitals in securing better 
service for the indigent. The next speaker comes 
from the other side of the continent, from California. 
Dr. Black is Director of Alameda County Hospital, 
Oakland, California. Dr. Black— 


Dr. B. W. Black: 


While San Francisco and Alameda County are 
not typical of the rest of the United States, we 
do have our peculiar problems as have all other 
communities. Alameda County has met the indigent 
medical problem in a manner that ‘may be of inter- 
est. Provisions of law in California requires that 
the county government, in charge of a Board of 
Supervisors, shall provide the required medical 
care for the indigent sick. Steps may be taken 
to erect and operate county hospitals, out-patient 
clinics and, should such facilities be found insufficient 
to meet the demand, indigent sick may be given care 
in institutions, not under county control, through 
agreements between the county government and the 
hospitals that are concerned. 


As a preventive measure, there has been pro- 
vided in Alameda County a preventorium for chil- 
dren from poor families. Admission may be granted 
where the child has been in contact with tuberculosis, 
and who may show some of the early signs of the 
development of the disease, but examination reveals 
no physical signs of the presence of the disease. 
Our experience has shown that by this method of 
providing institutional care for such cases, they are 
saved from the ravages of the disease and will not 
later meet its hazards. Most of these children have 
been followed for a period of ten years and the 
preventorium care applied has shown remarkable 
results for it has been possible to return these chil- 
dren to society healthy and with every assurance that 
they will not become tuberculous. At the same time 
we are saving vast sums each year by arresting at 
the source a disease that costs millions of dollars in 
loss of productivity, later care for a prolonged period 
in sanatorium, and the vast spread of this disease. 
This same principle applies to other types of 
cases that are unable to provide the necessary care 





themselves. The community that takes care of its 
poor saves thousands of dollars a year to the indus- 
trialists, for merchants and for the community. 
There remains everywhere the problem of taking 
care of the border line case, whose illness may mean 
the difference between self-confidence, continual self- 
support and the continuance of his community life 
as a self-respecting member. The people are ordi- 
narily employed on low salaries and because of the 
unusual family illness, or other unpredictable ex- 
pense, find it almost impossible to pay their cost of 
hospitalization. To meet the need of these border 
line cases and at the same time provide a method of 
providing necessary hospital care to an entire com- 
munity, our counties have been much interested in 
these hospital service plans. Less than a week ago, 
the Medical Association in my county, acting jointly 
with associated standardized hospitals launched such 
a plan. This movement is in line with progress and 
represents just another step toward better medical 
and hospital care for those who find it difficult to 
arrange it without becoming indigent. 


Monsignor Griffin: . 


Preventoriums—what a striking illustration. That 
is just what the hospitals have been doing and want 
to continue to do although the public is oftentimes 
unaware of it. They want to establish within their 
own walls a Preventorium that will save the com- 
munity from all disease like Alameda County does 
for its tuberculosis population. What nobler cause 
could grip the imagination of an intelligent public. 


I was particularly interested in the references that 


Dr. Black made to borderline cases, and the solution 
to that problem and it seems that their hospital sérv- 
ice plan just about does it and I hope California 
comes through as California usually does with a 
bigger and better hospital service plan. 


Dr. Woods, the President of the Cleveland Hos- 
pital Council, can probably lend experience from 
what we will term the typical city of America. 
Cleveland is large enough to have city problems, yet 
is so situated that other cities, Pittsburgh, Detroit, 
Cincinnati, St. Louis, Indianapolis, are in all proba- 
bility facing the same questions. Dr. C. S. Woods, 
Superintendent of St. Luke’s Hospital, Cleveland, 
Ohio. 


Dr. C. S. Woods: 


In every community there are persons who need 
hospital service and who cannot have it unless 
some one provides the funds. The community has 
the primary obligation of providing hospital serv- 
ice for those who cannot pay for their hospital 
care. Private philanthropy has supplied large sums 


in the past and still generously supports the hos- 
pitals. But the burden is too great, and cannot 
longer be borne by a relatively few individuals ; 
the hospitals, however, must be paid for the 
care which they give to the sick poor. The 
boards of trustees cannot be expected to find funds 
for this work. And, they must choose either -to 
insist that the community shall pay the hospitals or 
the hospitals cannot do the work. The latter decision 
is very disagreeable because the hospitals are 
equipped to render a certain amount of community 
service, and feel that they can only fully express 
their purpose and discharge their duty to the public 
when they use their facilities for the well-to-do and 
poor alike. 

The answer to the question is that the state, county, 
and the city should pay the hospitals for the care of 
those who cannot pay their bills. And legislation 
which fixes the responsibility should be enacted 
whenever it is needed. 

In the State of Ohio a most beneficent law pro- 
vides that the hospitals, organized not for profit, 
shall be paid the per capita per diem rate up to a 
maximum of $6.00 per day for the care of the in- 
digent victims of automobile accidents. Prior to the 
enactment of this very valuable legislation, the hos- 
pitals were compelled to care for such patients with 
no assurance whatever that the cost would ever be 
paid, and the annual loss to the institution was con- 
siderable. The hospitals of the State will have been 
paid in 1936 perhaps three hundred thousand dollars 
for such service. Every oue must agree that this is 
an obligation of the State. 

In Cuyahoga County the hospitals have an arrange- 
ment and an agreement with the Board of County 
Commissioners which provides that the hospitals 
shall be paid at a designated rate per day for the 
care of the sick poor who cannot pay their own 
bills. Also,.the hospitals have such an arrangement 
with the Welfare Federation of Cleveland. The 
Cleveland Community Fund, or Community Chest 
as it is known in many cities, has for years raised a 
considerable sum of money for the use of the Wel- 
fare Federation hospitals in the care of sick poor, 
and again this year the Cleveland Community Fund 
will ask the public to make contributions for the 
hospitals and other agencies. Thus there is assured 
a considerable sum of money from these very de- 
pendable sources for this absolutely necessary com- 
munity service. 

Under this plan, the voluntary hospitals have been 
able to provide hospital care for indigents and have 
been reasonably reimbursed for their work. This 
has been mutually satisfactory to both the public and 
the hospitals. It is a very fine example of what 
may be done in large communities to meet the obliga- 
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tion to give hospital service to the sick poor and pay 
the hospitals for the service. It is our earnest hope 
that many communities will follow the example of 
Cuyahoga County and thus assure the sick poor of 
adequate medical service and the hospitals of fair re- 
imbursement for their work. 


Monsignor Griffin: 


We, in Ohio, and particularly we who live in 
Cleveland, are proud of the record that our state, 
county and city have made in social legislation. 


Just as our hospitals have so prominent a place 
among the administrators now assembled in conven- 
tion, so our laws are models for other states to 
follow. We have shown the way for the general 
hospitals to care for the indigent sick with state, 
county and city shoulder to shoulder with the hos- 
pitals, all working for the common good. Every 
community will be healthier, happier and more pros- 
perous, 

Now what of the future? Dr. Claude W. Munger, 
President-Elect of the American Hospital Associa- 
tion has already formulated his plans and is ready 
to take up the leadership of the Association which 
Dr. Buerki will release on Friday morning. Dr. 
Munger is Superintendent of Grasslands Hospital, 
Westchester County, New York. Dr. Munger, what 
of the future? 


Dr. C. W. Munger: 


To me as incoming President, this round-table 
discussion has been most inspiring. I have watched 
the mounting problem of the care of the indigents 
for many years, and while New York, California, 
and Ohio may have differences, the problem in all 
places comes back to that stated by President 
Buerki. How will the hospitais of the country 
meet the care of the indigent patients and those 
whose income -is not sufficient to pay for hospi- 
tal care in the future? And as one of the men 
has said, these are the community problems; the 
hospital can carry on only to the degree that the 


public will support it. But support it the public 
must and will in one form or another. It is going to 
be up to your own community whether it wishes to 
pay dearly by indifference at this time or follow the , 
intelligent course of getting solidly behind a program 
that will insure its future against unbearable condi- 
tions. Dr. Buerki has recommended that the Ameri- 
can Hospital Association lend every effort toward 
helping communities solve this problem and as incom- 
ing president I shall see that this recommendation is 
carried out to the fullest extent. Communities may 
be assured of our help and hospitals may count on 


~ our support. 


We shall also busy ourselves in further perfection 
of hospital service plans. The Association feels that 
service plans run by the hospitals themselves as non- 
profit ventures without entangling alliances, but with 
the approval of medical organizations, and protection 
for the subscribers will be of the best advantage to 
employe and employer alike and toward this goal we 
shall strive. It will be the hope of the Association 
that not only California, but cities in other localities 
shall follow the lead of Texas, your plan here in 
Cleveland, the plan in the Carolinas, New York 
City’s mammoth plan, the plans in Rochester, Syra- 
cuse, Minneapolis, and St. Paul and other cities that 
have so ably pioneered in this work. 

As President of American Hospital Association, I 
dedicate myself to a program of sound principle in 
improving hospital standards, care for the indigent 
and in solving the hospital problem of that great 
army of workers by means of hospital service plans. 


Monsignor Griffin: 


Gentlemen, I thank you and I know that our 
fisteners will thank you. We, as hospital adminis- 
trators, are agreed and our trustees are agreed that 
if we are to help the public, the public must co- 
operate; proper care of the indigent sick has ever 
been and must remain one of the major services 
of the American Hospital Association. 

I thank you again and good-night. 








Alumni of the Institute 


During the Convention at Cleveland, the Alumni 
of the Institute for Hospital Administrators met 
at the Hotel Statler on Tuesday, September 29, and 
perfected a permanent organization. 


The following officers were elected for the en- 
suing year: 


President 
Herbert N. Morford 
Prospect Heights Hospital 
Brooklyn, N. Y. 
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for Hospital Administrators 


Vice-president 
Edna D. Price, R. N. 


Emerson Hospital 
Concord, Massachusetts 


Secretary and Treasurer 
Helen Blaisdell, R. N. 


Westerly Hospital 
Westerly, Rhode Island 
All alumni are requested to watch the colums of 
HOSPITALS for future announcements of the 
Alumni Association. 





The Small General Hospital 


W. S. RANKIN, M.D. 
Director, Hospital Section of The Duke Endowment 


M. SUBJECT is stated in physical terms ; my 


discussion will be in functional terms. Your interest 
is not in the size of hospitals per se but in their man- 
agement. 

The line of cleavage between small and large gen- 
eral hospitals, I believe, will appear in the light of 
discussion, most distinct at the level of the 100-bed 
hospital. For that reason, I am using the term the 
small general hospital to refer to hospitals of 100 
beds and less. 


Such hospitals occupy a most important place in 
the field of general hospitals for two reasons: First, 
75 per cent of all general hospitals are of 100 bed 
capacity and less; second, these smaller hospitals 
are in greater need of conferences, of discussions of 
their problems than the larger hospitals that can 
command administrative personnel of larger experi- 
ence. 

In what important respects does the administra- 
tion of a 50-bed hospital differ from that of a 500- 
bed hospital? Receipts and disbursements, account- 
ing, are very much alike in the two. The treatment 
of a pneumonia, of an appendicitis, of a woman in 
labor, should be practically identical. The differ- 
enc? between the two is more external than internal. 
The two hospitals serve very different types of com- 
munities. The important difference in the two com- 
munities is in available personnel, for the board of 
directors, for the staff, for administrative positions. 


The Board of Directors 


The 500-bed hospital is located in a metropolitan 
center of 500,000 people. In so large a population 
there are many intelligent and successful people who 
have acquired a special interest in hospitals. They 
have had interesting personal experiences in hos- 
pitals, their parents were members of hospital boards, 
their fathers were physicians or surgeons, their chil- 
dren are engaged as directors or nurses in hospital 
work, they have business connections through which 
they have become interested in the operation of hos- 
pitals. The 500-bed hospital not only has excellent 
material available for its board of directors, but it 
can command it. It is a well known, highly re- 
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spected, institution. A place on its board of directors 
is both a social distinction and an opportunity for 
service. 

The 50-bed hospital is located in a rural center of 
from 10,000 to 15,000 people. Good material avail- 
able for boards, of trustees, people with an intelli- 
gent and special interest in hospitals, is limited. The 
hospital is a new institution. It has only partially 
established itself. Those personal elements which 
inspired and developed a special interest in a con- 
nection with a large hospital are largely absent or 
embryonic in the small community. Moreover, hos- 
pital directorships are unknown and unappreciated. 
In short, the small hospital neither has available nor 
could it command the type of directors that it so 
much needs in its early and, comparatively speaking, 
feeble existence. It must be content with good men, 
men of character and successful in their small busi- 
ness enterprises, who accept their call to service 
more as an obligation than as an opportunity, men 
with a complaisant, passive, undeveloped interest in 
hospital problems, rather than an understanding and 
active interest. They know how to interpret a bal- 
ance sheet but not mortality rates. 

The remedy for this lack of interest and under- 
standing of the problems of the small hospital by 
its board of directors is a superintendent, a’ chief 
of staff, a staff sufficiently wide awake and resource- 
ful to organize and carry through a well thought 
out course of instruction for the directors, a course 
of instruction designed to develop an understanding 
and an appreciation of the professional problems of 
a hospital. 

Related to the difficulty of obtaining and develop- 
ing a good board of directors for the small hospital 
is that of tenure of directorship. Once an efficient 
board is found, it ought to be possible to hold on to 
them through the provision of a law or charter per- 
mitting long service through reappointment or re- 
election. 


The Professional Staff 


What has been said about the availability of ma- 
terial for a board of directors in a large as com- 
pared with a small hospital applies with additional 
emphasis to the medical staff. For the large hos- 
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pital in the metropolitan center it is abundant; for 
the small hospital in the rural community it is lim- 
ited. The 500-bed hospital in a city of 500,000 
population has 1,000 doctors from which to select 
its staff; the small hospital of 50 beds in the town 
of 10,000 to 15,000 people, in a county with a total 
population of 40,000, has from 25 to 40 doctors from 
which to select its staff. Among the 1,000 physicians 
from which the large hospital ‘selects its staff, spe- 
cialization and professional attainment offer all that 
is desirable in staff competency ; among the 25 to 40 
doctors from which, the small hospital must choose 
its staff, 25 to 35 per cent of.them have never had 
hospital training or experience. Of the professional 
group, 12 to 15 have had from eighteen months to 
two years postgraduate hospital experience. One, 
possibly two, of the doctors have had as much as 
three years’ training exclusively in surgery. There 
may be one, possibly two, physicians who in training 
and in the selection of their cases are qualified as 
internists. There may or may not be a pediatrician. 
A radiologist will be available usually. A patholo- 
gist will not be part of the staff. 


The large hospital, under the very nature of 
things, must have a closed staff. The small hospital 
in the small country town must treat all physicians 
alike, and, therefore, have an open staff. This is 
true because the small hospital, far more than the 
large hospital, is dependent upon the undivided sup- 
port of the community, and to discriminate in the 
treatment of physicians is to invite division. This 
last statement brings me to the important subject 
of staff control. 


Staff Control 


To be effective, staff control is dependent to a 
large extent upon how desirable a position on the 
hospital staff is—upon what it means in prestige, 
practice, income. Membership upon the staff of a 
large hospital in a large city means much to the in- 
dividual members. The staff is a closed staff. It is 
handpicked from a large group of physicians. Mem- 
bership on such a staff is a professional distinction. 
It means a great deal not only in the privileges which 
it affords, but in the indirect recommendation of the 
doctor to the public. The physician will submit to 
fairly complete supervision and control in order to 
obtain and retain membership upon the staff of a 
large hospital. Membership upon the staff of a 
small hospital means comparatively little to the in- 
dividual physician. The staff is an open staff. All 
doctors in good standing in the county medical socie- 
ties are members. There is little distinction in mem- 
bership. 

The doctor in the urban center is bridle-wise to 
group control of all sorts; the doctor of the rural 
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community is more dictator than disciple. He is 
more controller than controlled. He feels that the 
hospital is more dependent upon his good will and 
influence than he upon the hospital. Under these 
conditions, it is impossible to exercise a control over 
the open staff of a small hospital that may be exer- 
cised over a closed staff of a large hospital. 

Staff control is of a legislative and executive char- 
acter. Legislative control resides in the board of 
directors and the staff itself. Executive control rests 
in the superintendent. The superintendent who over- 
looks this distinction is headed for trouble. 

Rules of conduct for the staff are responsibilities 
of the board of directors and the staff itself. The 
board of directors are usually the incorporators. 
They hold title to the hospital. They say who may 
and who may not have the privileges of the hospital. 
Their responsibility is primary. The professional 
staff exercises delegated powers—powers delegated 
to them by the directors. The staff’s responsibility 
is secondary. In the large hospital with its selected, 
closed staff, composed of physicians really trained 
in hospital practice, the staff may and should exer- 
cise fairly complete control of its members; in the 
small hospital with its open staff of unbroken hos- 
pital colts, staff control can be delegated only in 
small measure and must be retained, therefore, 
largely within the board of directors. In the one 
case, we have a staff mature in hospital procedures, 
capable of self-control; in the other case, we have 
a staff immature in hospital procedures, incapable of 
a large measure of self-control. 

The board of directors should exercise control of 
the staff of the small hospital in (1) an annual elec- 
tion of staff members, and (2) in laying down and 
enforcing professional qualifications for surgeons 
and others who attempt the more hazardous hospital 
practices. In large hospitals the establishment and 
enforcement of professional standards should be and 
usually is delegated to the staff. 


Staff Organization 


In a small hospital, staff organization cannot be 
departmentalized as in a large hospital. In a large 
hospital with a closed staff there are available for 
the heads of the various services—medicine, sur- 
gery, obstetrics, etc—physicians who hold member- 
ship in their national organizations that qualify them 
as specialists in their chosen fields. In the small 
hospital the available specialist type, with the excep- 
tion of surgery and eye, ear, nose and throat, is 
usually not available. The medical staff of the small 
hospital cannot be departmentalized except to a most 
rudimentary extent. Naturally in the large hospital, 





with departmentalization of its staff, a valuable 
mechanism of professional control exists. 


A Rotating Service 


In the great majority of hospitals of less than 
100 beds a rotating service is not practicable, and 
in hospitals of 50 beds cannot be considered. 


The reasons why a rotating service is not prac- 
ticable are two: In the first place, there is not enough 
rotating material, either professional or clinical, to 
go around. In the second place, unassigned charity 
in the small hospital constitutes only a small frac- 
tion of the charity cases. To illustrate, let us think 
of a 100-bed hospital with 60 per cent occupancy. 
Of the 60 patients, 50 per cent, or 30 patients, are 
charity. Of the 30 charity patients, 4 are medical. 
Not enough to rotate. Four are obstetrical. Not 
enough to rotate. Two are eye, ear, nose and throat. 
Not enough to rotate. Twenty are surgical and gyne- 
cological. Enough to rotate. But of the 20 charity 
surgical cases there will not be more than two or 
three that are unassigned. In small hospitals in 
rural sections most of the charity cases are cared for 
by the family physician through the interest of the 
employer or friend. 


The difficult problem with the staff is to have them 
provide good clinical records. The professional work 
of a hospital can no more be appraised without clin- 


ical records than can be the business condition of an 
industrial enterprise without financial records. 
While this is true, we should recognize the difficul- 
ties under which the staff of the small hospital keeps 
its clinical records as compared with the staff of a 
large hospital. In the large hospital interns or resi- 
dents write 90 to 95 per cent of the clinical records. 
In the small hospital there are no interns or resi- 
dents to write the records. This must be done by the 
attending physicians. Moreover, most of the records 
have to be written by the busiest physicians. The 
big doctor in the big hospital preaches with great 
emphasis the importance of good clinical records but 
he does not write them. The little doctor in the 
little hospital must practice what the other man 
preaches—the art of keeping good records of his 
cases. 

Now the most effective means for obtaining good 
clinical records are two: (1) the stimulating influ- 
ence of the American College of Surgeons and the 
desire of the small hospital to obtain the approval 
of its professional work by that organization; (2) a 
strong committee of the staff on clinical records that 
will keep persistently at its work, reporting monthly 
at the staff meetings on the condition of the records, 
hold up to staff emulation exceptional examples of 
good records and keeping the staff at work on case 


studies, the basis of such studies being the clinical 
records of the hospital. Only a staff that uses its 
clinical records can have a proper appreciation of 
their significance. 

While in the last analysis appraisal of the char- 
acter of the professional work of a hospital must 
rest upon a careful examination of its clinical rec- 
ords, there are certain important leads or indicators 
which should suggest the stock-taking process from 
time to time and the problems that should be re- 
viewed. These indicators or leads are the fatality 
rates of the hospital. 


Fatality Rates 


Fatality rates are frequently referred to by pro- 
fessional bodies and by individual physicians and 
surgeons as evidence of professional progress and 
competency. The hospital staff of a small hospital 
should have available a tabulation of important cur- 
rent fatality rates to guide them in checking their 
work against the results of general practice, and as 
a means of suggesting to themselves special studies 
of problems with exceptional fatality rates, whether 
commendably low or dangerously high. 

The Duke Endowment has, from the inception of 
its work with the hospitals in the Carolinas, insisted 
upon the reporting by applicant hospitals of their 
more important fatality rates. These have been so 
compiled as to make it possible to compare the fa- 
tality rates of one hospital with a group and to look 
into the professional work of institutions with fa- 
tality rates suggestive of professional weakness. By 
being able to compare the fatality rates of our 
smaller hospitals with those of the larger hospitals of 
generally admitted professional competency, we have 
had an assurance in our work and a defense against 
possible criticism of contributing to and assisting in 
the maintenance of incompetent small hospitals that 
we highly prize. For those who may find a use for 
them, I may say here that the fatality rates of the 
general hospitals of the Carolinas, as they appear in 
the annual reports of the Hospital Section of the 
Duke Endowment, are more comprehensive in the 
number of cases and in the number and variety of 
hospitals reported upon than will be found recorded 
elsewhere. 


Administrative Personnel 


The small hospital cannot command persons with 
the background of experience that are available to 
the larger hospitals with greater resources and 
greater needs. The small hospitals, to a large ex- 
tent, are the training centers from which the large 
hospitals draw. This in itself is a sufficient argu- 
ment for enlisting and holding the interest of the 
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larger hospitals in any movement designed to im- 
prove the work of the smaller hospitals. 


The great need in the improvement of the work 
of the administrative personnel of the small hos- 
pitals is efficient correlating agencies through which 
the individual hospital is provided with group ex- 
perience. 

At the present, these correlating agencies exist in 
the American Hospital Association, the state hos- 
pital associations, schools such as these, and in cen- 
tral agencies that require comparative records as a 
basis for their assistance. 

An admitted need toward this correlation of ex- 
perience is in the matter of uniform record systems. 
Small hospitals in particular should give every en- 
couragement, both by example and precept, to the 
more extensive use of the uniform accounting sys- 
tem recommended by the American Hospital Asso- 
ciation. 


The Nursing Problem 


In small hospitals the nursing problem is one of 
our largest and most unsettled problems. It is a sub- 
ject much better suited to round table conferences 
than to academic pronouncements. In line with this 
thought, I shall limit myself here to a single phase 
of the problem, namely; the use of graduate or 
undergraduate nurses in small hospitals, or stated 
differently, whether the small hospital should main- 
tain a training school. 

The arguments for small hospitals maintaining 
training schools are: 

1. They serve the purpose of providing many 
local girls who have not the resources to obtain a 
college education a valuable vocational education. 

2. They assure the small community which they 
serve a supply of nurses that might not be available 
to rural sections. 

3. In providing the hospital with undergraduate 
nurses, they make easier the problem of discipline. 

4. The nursing supply is more stable; the turn- 
over not so great. 

5. The hospital can be operated at a lower per 
capita per day cost with under graduates than with 
graduate nurses. 

The arguments against training schools in small 
hospitals are: 

1. The surplus of graduate nurses. There are 
300,000 graduate nurses in the United States. The 
annual supply of new graduates is 25,000. One- 
third of that number, it is estimated, would supply 
the country’s needs. 

2. The small hospital with 40 or 50 patients, or 
even less, does not have sufficient clinical material, 
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either in quantity or variety, to provide proper train- 
ing for graduate nurses. 

3. If it costs more to operate a small hospital 
with graduate rather than undergraduate nurses, the 
improved quality of service and the assurance felt 
by a physician and administrative personnel when 
patients are in the hands of graduate nurses justify 
the extra cost. 


The Proprietary General Hospital 


In any consideration of the small general hospi- 
tal the proprietary general hospital is of sufficient 
importance to call for a brief discussion. 

Proprietary general hospitals constitute 33 per cent 
of all general hospitals. They contain 11.2 per cent 
of general hospital beds. They provide 8 per cent of 
general hospital care. The average size of the pro- 
prietary hospital is 31 beds. 

The proprietary general hospital is a diminishing 
problem, the number of these hospitals and their 
total bed capacity decreasing with each hospital 
census. . 

The proprietary general hospital results from one 
of two diverse conditions. The earlier and better 
type developed in communities that had too little 
interest in hospitalization. The later and poorer 
type developed usually in communities that under- 
took to apply hospital standards that disqualified 
certain elements of the profession and drove them, 
through a common interest, to provide their own hos- 
pital facilities. 

In the more rural sections of the country, as in 
the two Carolinas, the earlier hospitals, like the 
earlier schools, were private or proprietary hos- 
pitals. Before the community developed an under- 
standing and appreciation of hospitals, it was neces- 
sary for a physician or surgeon with hospital 
experience to either build his own hospital, a pri- 
vate hospital, or leave such a community and locate 
in an urban community where hospital facilities were 
available to him. Many of the more advanced lead- 
ers of the medical profession, realizing the great 
need of a hospital service, limited though it had to 
be, chose the first course and built their own hos- 
pitals. They were pioneers—leaders in many sec- 
tions of the United States, in the better types of 
rural communities—in educating the public to the 
value of hospitalization. In time, many of these 
communities, served by private hospitals, have de- 
veloped an appreciation of hospital service and have 
come to understand that their hospital problems were 
larger than one or two physicians could carry, have 
entered the picture and purchased the private hos- 
pital, converting it into a city, county, or voluntary 
hospital. In this way, the earlier proprietary hos- 
pitals, particularly in the rural sections of the United 





States like the Carolinas, have played the same role 
in the development of hospitalization that the pri- 
vate schools of 50 to 60 years ago played in the field 
of education. To these hospitals all of us are pro- 
foundly indebted and we should hold these pioneer 
hospitals in grateful memory. 


The other type of private hospitals, not infre- 
quently found today, not in the rural communities 
but in cities, frequently expresses the dissatisfaction 
of small groups of physicians with the community 
management of the larger voluntary hospitals. Many 
of these hospitals, unlike the earlier rural types of 
proprietary hospitals, are sub-standard in the char- 
acter of their professional work. Not all of them 
are, however. There are a number of small pro- 
prietary hospitals in large centers of population that 
insist upon and observe higher professional stand- 
ards than prevail in the larger voluntary hospitals 
of the community. Here the small dissenting group 
of physicians that own and operate a high class 
private hospital have withdrawn from the voluntary 
hospital, not because of its rigid qualifications for 
its professional personnel, but because the group is 
dissatisfied with the low standards of the voluntary 
hospital. 


The administration of the proprietary hospital is, 
as its name implies, a private rather than a commu- 
nity or public matter. In most of them there is no 
board of trustees. The owner or owners operate 
the hospital. The staff is a closed staff, usually a 
very small staff. Because the staff is a very limited 
staff and many doctors of the community are ex- 
cluded, and, because they are excluded are at a great 
disadvantage in practicing with a group who have 
hospital privileges, they are forced through common 
interest to build another private hospital for them- 
selves. So one private hospital frequently begets 
another. This is a rather common occurrence in 
the small towns and cities of rural sections. 


The support of the proprietary hospital is mainly 
from two sources: the pay patient and the owner. 
who out of his professional fees has to make up any 
operating deficit or close his hospital. The very fact 
that the hospital is a private hospital indicates the © 
lack of community interest and the absence of com- 
munity support. Because of the absence of commu- 
nity support, the proprietary hospital can only carry 
a minimum of charity, usually from 10 to 15 per 
cent, as compared with the charity load of voluntary 
hospitals which will run from 40 to 60 per cent. 








Questions and Answers 


We are having trouble in main- 
What would 


Question: 
taining paint on cement floors. 
you suggest? 

M. M. 


Answer: We do not know of any case in 
which the painting of a cement floor has been en- 


titrely satisfactory. 


There seem to be two difficulties. The cement 
has so little resilience that the grinding friction of 
traffic is rather more severe than it would be on a 
less rigid base. But the more definite and more 
easily remedied difficulty is that after the paint film 
has been applied, the chemicals of the cement crys- 
taliize out under the film and form an abrasive sur- 
face which greatly increases the rapidity of wear 


under the friction of traffic. 


The treatment for this is to prepare the floor be- 
fore painting by washing it thoroughly with a solu- 
tion of three pounds of zinc sulphate in one gallon 


of water, wipe as dry as possible and allow to dry 
for at least three days—longer if drying conditions 
are not of the best. 


In the case of floors which have already been 
painted, scrape off all loose particles and blisters, 
treat the bare areas with the zinc sulphate solution 
as above recommended and touch up these spots 
with the concrete paint after adding one-half pint 
each of turpentine and of linseed oil per gallon of 
paint. When thoroughly dry paint with the special 
concrete paint as furnished by several paint manu- 


facturers. 


Another trouble with concrete floors is due to the 
fact that they absorb water very readily and “ex- 
hale” the absorbed water quite readily as outside 
conditions change. If the concrete is not as dry as 
possible or if the under side of the concrete is ex- 
posed to much dampness as in basement floors or 
underground walls, the “exhalation” of moisture 
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may cause blisters of the paint film. Treatment of 
the inner surface with a waterproofing cement such 
as medusa may help this condition but wi!l rarely 
cure it so long as the opposite side of the slab is 


exposed to an undue amount of moisture. 


Question: What is the general policy of hos- 
pitals in regards to vacations and sick leave for 


employees? 


Answers: Vacations with pay is not a vested 
right of the employee, unless it is specifically stated 
as a part of the written contract of his employment. 
Hospitals as well as other organizations have 
adopted a general policy of giving employees vaca- 
tion with pay not as a reward of service rendered, 
but for the purpose of enabling the employee to 
have a period of rest and recreation. The vaca- 
tions are granted each year of service and at the 
convenience of the hospital, so that the work of 
the institution may not be hampered by having too 
many of the employees absent on vacation leave at 


the same time. 


The vacation period becomes available to the 
employee at that period of service when the period 
of the vacation will complete the twelve-month 
service year. For instance, if a two weeks’ vaca- 
tion is the rule, the vacation would be available at 
the expiration of eleven and one-half months of 
service. As a matter of policy institutions dispose 
of the vacation leaves during the service years of 
the employees, but occasionally, an employee is per- 
mitted to accumulate his vacation for a period of 
two years’ service but not longer, in which event 
he would be granted vacation leave for twice ,the 


period of one year. 


Hospitals, as a rule, grant a sick leave to their 
employees who are on a monthly or yearly basis 
consisting of fifteen days in any service year, for 
illness in injuries not due to vicious habits. This 
sick leave is granted with pay on a doctor's certifi- 
cate of disability and is not cumulative, but may be 
for different periods of illness during the service 
year not to exceed a total of fifteen days in any 
year. 


In a study of vacation and sick leaves granted 
by hospitals, the study made by a joint committee 
of the American Hospital Association and the Na- 
tional League of Nursing Education is of interest. 
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An analysis of 234 questionnaires received showed 
the following results: 


1. Sixty-five per cent gave all nurses the same 
length of vacation. 


Ninety-two per cent did not give full length 
of vacation until completion of a full year of 
service but 45.9 per cent gave less than the 
full period for service for less than 12 months. 


The length of vacation varied considerably 
with the type of position held, the general 
principle being that the greater the responsi- 
bility of the position the longer the vacation. 


Fifty-six per cent gave chiefs at least four 
weeks; half of them gave the same to assist- 
ant chiefs and instructors. Some extended 


this to include supervisors and head nurses 
and a few cases even floor duty nurses. 


Thirteen per cent gave less than two weeks 
to nurses of whatever grade and 44 per cent 
gave less than one week or more to subsid- 
iary workers. 


More than half the hospitals give attendants 
aids, orderlies, and helpers two weeks’ vaca- 
tion. 


More than half the hospitals gave vacations 
as preparation for the work of the year to 
come; slightly less than half as a compensa- 
tion for the year’s work just completed. 


Sick Leave: 

Twenty-four and five-tenths per cent allowed 
no sick leave to nurses, 35.8 per cent allowed 
none to subsidiary workers; 43 per cent al- 
lowed two weeks or less to nurses ; 27 per cent 
gave similar allowance to subsidiary workers ; 
67.4 per cent allowed not more than 14 days 
to nurses. 


Nineteen per cent gave sick leave “as needed” 
to nurses and 13.7 per cent granted subsidiary 
employees the same consideration. 


While there have been no detailed studies re- 
ported as to employees of departments other than 
the nursing department it would seem that the same 
general principles should apply, namely, that the 
vacation is a preparation for better future service 
rather than a reward for past service and that with 
a two weeks’ standard, the period may be increased 
in accordance with the responsibility of the posi- 
tion held. 





Relation of the Surgeon to the Hospital 


MAX THOREK, M.D. 
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A. INSTITUTIONS, hospitals are old and 
venerable, but like other institutions, they have 
changed their character with time and circumstance. 
Long before the Christian era a few hospitals existed 
in India, Greece, and Rome. There are records of 
hospitals in Buddhist India as early as the third cen- 
tury B. C., probably of a religious nature but still 
for treatment of the bodily sick. In ancient Greece 
the treatment of disease was partly scientific and 
partly of a religious and miraculous kind. In the 
Homeric age there were some hospitals established 
and administered .by the professional scientific doc- 
tors of that time. But in the temples of Aesculapius 
priests were the healers and the treatment, though 
in part hygiene, was principally based on the sup- 
posed miraculous intervention of the gods. It is 
stated that there were about eighty such medical 
In the 
Hippocratic era Aesculapian temples and lay clinical 
hospitals existed side by side. Ancient Rome had 
a few hospitals similar to those of Greece. Among 
the Incas and early inhabitants of Mexico public 
hospitals apparently were established institutions. 
Prescott in his “History of the Conquest of Mexico” 
states that hospitals were long established in the 
principal cities for treatment of the sick and perma- 
nently disabled. They were probably state-supported. 


temples or hospitals in classical Greece. 


Status of Hospitals Changed with Advent of 
Christianity 

There is nothing to show that the ancient hos- 
pitals referred to were for the benefit of the indigent, 
but with the advent of Christianity the status of 
hospitals changed and treatment of the indigent sick 
became a Christian duty. Hospices were founded 
by pious rulers or personages as places of refuge 
for the needy; alsmhouses, home for orphans and 
foundlings, reformatories for fallen women, and the 
like ; and in connection therewith provision was also 
made for destitute sick and wounded. Those who 
embraced a religious monastic life served within 
these charitable foundations. 

About 330 A. D. the emperor Constantine erected 
at Byzantium or Constantinople a large hospital for 
the relief of indigent sick of both sexes and all ages. 


This was strictly a hospital as we know it today. - 


The great hospital of St. John of Jerusalem was 


erected in 350 A. D. by the Emperor Justinian. The 
practice spread to all large cities. All hospitals of 
the early and middle ages were religious institutions 
and physicians and assistants worked under the 
clergy. The needs of the soul as well as of the body 
were satisfied and such care was considered a sacred 
moral and religious duty. 

The hospital system of modern days rests upon 
early Christian precepts. Most of the famous hos- 
pitals such as the Hotel Dieu of Paris, St. Bartholo- 
mew’s of London and others, date from the early 
middle ages. But the idea of relieving the sick as 
a religious duty was not confined to Christianity ; 
Arabs began to erect hospitals about 700 A. D. 
Francis of Assisi considered in his relations to the 
suffering poor is almost one of the Fathers of 
Medicine. 

The character of hospitals changed in the early 
fourteenth century ; purely ecclesiastical management 
began to give place to lay administration and be 
regulated by civic ordinances. However, a regular 
medical service did not, as a rule, exist in hospitals 
prior to the sixteenth century. The state paid sur- 
geon’s duty was to visit the sick in the wards of the 
Hotel Dieu in Paris daily, and at certain times to 
see the poor who could not be admitted to the hos- 
pital. The celebrated Ambroise Paré was such a 
visiting surgeon. 

From statements of those who have studied the 
subject, it would appear that with the transference 
of the control and management of hospitals into lay 
hands, either state or municipal, and the change 
from voluntary, unpaid service to work done for 
pay and emoluments, devoted service often became 
unwelcome labor, and the care of the inmates de- 
teriorated. As late as the eighteenth century condi- 
tions in hospitals were deplorable (overcrowding, 
uncleanliness, neglect). 


The Modern Voluntary Hospital 


The modern voluntary hospital of today might 
be considered the outcome of a spirit of humanism, 
or philanthropy, or civic pride, rather than as the 
fulfillment of religious duty, though some hospitals 
still bear religious names or the names of religious 
sects. Others have been erected and endowed by 
private individuals, and still others by universities 
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as teaching centers. In some of these hospitals the 
medical members have the final word only to a limited 
extent in management even in purely professional 
matters, 

As nearly all endowed and public hospitals were 
originally intended to be free institutions for the 
poor and needy, the medical profession was expected 
to give their services without monetary reward. But 
hospital policy has changed and now provides for 
the accommodation and treatment of the sick of all 
social classes. The private pay-hospital is quite a 
modern innovation and often is an amalgamation of 
a hotel and a clinical institution. 


The Surgeon Should Be Acquainted With 
Complexities of the Modern Hospital 


There are many aspects in the complexities of the 
modern hospital, both directly and indirectly, which 
affect surgical practice and with which the surgeon 
should be better acquainted than he usually is. I 
meniion the surgeon especially although much of 
what I have to say applies to a great extent to the 
internist, obstetrician, and every type of specialist. 
By far the greater part of the special developments 
in the hospital of today has been due to the spectacu- 
lar advances in surgery during the last half century 
or so. Such innovations as antisepsis, asepsis, anes- 
thesia, sterilization, and specialization are matters in 
point. The highly-exacting technicalities connected 
with these, as well as with roentgenology and other 
procedures now commonly current, and which can- 
not well be executed outside a specially organized 
and equipped hospital, perhaps concern the sur- 
geon more than the internist. I do not, of course, 
mean to say that there have not also been great ad- 
vances in the medical treatment of patients whose 
disease necessitates hospitalization; however, it is 


still possible to treat more or less adequately in the . 


home many so-called medical diseases while it is not 
possible to treat surgical affections adequately, ac- 
cording to accepted standards, outside of a properly 
equipped and staffed hospital. While hospitalization 
of medical patients is to a great extent a matter of 
social custom and convenience, this is not so in so- 
called surgical diseases. 


Changes in surgical practice, as in the practice of 


obstetrics, have entirely ultered its character since 
about the beginning of the present century. Prior 
to that time it was only the indigent pregnant woman 
who was not delivered at home by a midwife and 
who was sent to a lying-in hospital to be confined. 
Most minor surgical operations, and often enough, 
even major procedures were carried out in the homes 
of the well-to-do.. Today, probably more than ninety 
per cent of the women in large towns and cities con- 
sider hospital confinement a necessity. Except in 
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the greatest emergency, it is unthinkable to have a 
major operation with all the surgical ritual that ap- 
proved orthodox procedure demands, performed 
outside of a hospital. The telephone, the automobile- 
ambulance, and not infrequently the airplane, have 
all been pressed into the’ service of surgery in 
hospitals. } | 

Another important point is that the number of 
diseases that come within the scope of surgery has 
greatly increased within the past half century. It 
must be admitted that though highly trained, the 
surgeon, or internist, is too frequently ill-informed 
on the intriguing and complex problems of ad- 
ministration, nursing systemization, and numerous 
other absorbing factors of which he should have 
at least a rudimentary knowledge. He knows the 
routine of the operating unit and its entourage, of 
course, but is he sufficiently familiar with and in- 
terested in the other manifold important activities 
carried on within the hospital which vitally affect 
patients and his own special work? The modern 
surgeon is generally well-instructed in the technic of 
operations of surgery and keeps himself posted in 
important improvements in technic that time and 
authority sanction. He is well acquainted with the 
surgical implements which he personally employs 
but does he not permit himself to grow too dependent 
on others for the execution of sterilization, anes- 
thesia, and the minutiae of vital tests, often of greater 
moment than his own surgical acts? Operative skill 
is, of course, essential to the surgeon, but it is only 
a part of his professional equipment for the recogni- 
tion and treatment of disease and for the restoration 
of his ¢harge to health. 


-In Surgical Cases the Safety and Recovery of the 


Patient Rests With the Surgeon 


A surgeon is primarily a physician. The day has 
passed when a surgical operation was looked upon 
merely as an incident in the family physician’s treat- 
ment of a patient; when the physician called the 
surgeon to execute a “mechanical job” and then dis- 
missed him from the case. That method still sur- 
vives to some extent in England and perhaps else- 
where but it is not in vogue here. The American 
surgeon differs from the internist only insofar as 
he is skilled in performing surgical operations. 
Since, as a physician, the surgeon is charged with 
the care and cure of a patient the operation is often 


- only an incident of the treatment. Responsibility 


for the patient’s safety and recovery rests entirely 
with the surgeon, and even though the patient is in 
a hospital no part of the liability may a surgeon 
transfer to the hospital or any of its attaches.. The 
patient entrusts his life to the surgeon—not to the 
hospital. x 





Such being the case, can the surgeon always feel 
assured that the personnel and management of .a 
given hospital are such as to facilitate him in as- 
suming such grave responsibility? Might not an 
undue amount of non-professional control of a hos- 
pital militate against or ‘hamper a professional free 
hand in the surgeon’s management of a patient? It 
might; but on the other hand, we cannot assume 
that every surgeon is ethical and conscientious and 
that unnecessary operations will not be performed. 
Therefore the professional and governing staff of a 
hospital should have the power of checking and con- 
trolling surgical operations carried out in the hospital. 
In the past there have been abuses in this regard and, 
sad to say, abuses still exist in some hospitals, but 
the scrutinizing searchlight of truth today is pre- 
venting much of that, and in public and community 
hospitals a well-organized medical and surgical staff- 
supervision renders such practices untenable. My 
point then is that the surgeon should, as far as pos- 
sible, be familiar and satisfied with the internal ad- 
ministrative procedures within the hospital he uses. 

In regard to anesthetics and sterilization, the 
surgeon should know, and it should be known that 
he knows, as much about the procedure as those 
actually doing that work. Scrutiny of operating- 
unit, personnel, and paraphernalia is essential, and 
so is a knowledge of the changes effected in sur- 
gical instruments through heat and chemicals, and 
the resultant dangers through snapping. It is also 
essential that a surgeon has the ability to make every 
important laboratory test just as well as a technician, 
and that he has a definite interest in diet and nursing. 
Let me reiterate: these things are all the surgeon’s 
responsibility! Every now and then he should make 
check-tests. How often is this done? 

Eternal vigilance is necessary. A very small slip 
can too easily make failure of what should have been 
success. I have seen it happen. It is of vital im- 
portance that hospital, surgeon, nurse, and every 
activity exist and function as a correlated unit. 

Although the surgeon’s first essential is a good 


operating technic, a thorough knowledge of the pro- 
fessional activities of a hospital is almost as impor- 
tant. A man may get by with poor technic, for 
“Nature is kind,” but carelessness about infection 
and post-operative care is often fatal. It is unfor- 
givable for a surgeon to be at all backward in call- 
ing attention to errors or omissions. 


A Surgeon Should Be Alert to Modern Methods of 
Correlating Hospital Activities 


My experience in surgery has led me to believe 
that a short course in hospital administration should 
be part of the special teaching of surgeons. This 
should include details of every department of hos-- 
pital activity with special emphasis on procedures in 
any way associated with diagnosis and therapy. I 
wonder how many surgeons read contemporary jour- 
nals on hospital administration? What a wealth of 
real post-graduate knowledge one often culls from 
their columns! 

In what I have said there has not been the slightest 
intention to criticize the management or administra- 
tion of present-day hospitals. Quite the contrary. 
The epoch-making work of Dr. MacEachern of the 
American College of Surgeons, the American Hos- 
pital Association, and the regulation and supervision 
of the hospitals for intern training by the American 
Medical Association, are recognized and appreciated 
both by the profession and the laity. The cease- 
less work of these educational bodies have brought 
American hospitals to an apex of perfection so that 
they are an immeasurable boon to the ill and suffer- 
ing and a model for other nations. 

Here is my plea: that surgeons should be fully 
alive to what has and is being done to correlate hos- 
pital activity, and that they should be fully conver- 
sant with all factors conducive to maintaining rig- 


orously the highest standards, both in the letter and 


in the spirit. Such an ideal can be attained only 
through an adequate appreciation of one’s individual 
limitations, intense desire for further education, and 
untiring work toward the desired goal. 








Wesley Hospital Receives Annual 
Allotment 


The Trustees of Wesley Memorial Hospital of 
Chicago, announce the receipt of an annual allot- 
ment from The Davella Mills Foundation, of Mont- 
clair, New Jersey. The sum of seven thousand five 
hundred dollars was allotted for 1936, and in June 
of each year an allocation will be made. The money 
is to be used for treatment of cancer patients, and 
research in the cancer field. 


The Davella Mills Foundation was created in 
1934, by Mr. David B. Mills, and his wife, Ella 
Mills. The income from the Foundation is used to 
further the activities of several philanthropies in 
which they have become interested. 

The Foundation work at Wesley Memorial Hos- 
pital is under the direction of Dr. Mark T. Gold- 
stine. 
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Memorials of the Springfield Hospital 


EUGENE WALKER, M.D., C.M. 
Superintendent, The Springfield Hospital, Springfield, Massachusetts 


H.. WOULD YOU LIKE to be confined to a 
hospital bed near death’s door and have to look at a 
brass or copper plate reading “In Memory of John 
Doe”? 


During the drive in 1929 for funds to erect the 
new hospital buildings many rooms, much equip- 
ment, and various projects were made possible by 
special gifts of families and individuals in honor of 
certain citizens whose activities had contributed 
greatly to civic ideals, and particularly to the sus- 
taining of the hospital. How to assemble and pre- 
serve this record so that it would be accessible to 
the public and become a daily, living reminder has 
been an obsessing problem to the board of trustees, 
the staff, and the personnel. The problem has been 
solved in a handsome and impressive manner. 


While in London I chanced to have luncheon with 
an American couple in the dining room of the Eng- 
lish Speaking Union. They had spent some time in 
Canterbury and told me of a ceremony that went on 
every day in Canterbury Cathedral. A memorial 
book, containing the names of parishioners who had 
paid the supreme sacrifice in defense of their coun- 
try, was open on a lectern. Each day at eleven 
o'clock a sergeant and two privates marched to the 
church, saluted the book, the sergeant stepped for- 
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ward, turned a page and stepped back, the men again 
saluted the book and marched out. This idea struck 
a responsive cord in me and I wondered whether or 
not we could do something in the same line to re- 
cord our memorials. In Christ Church Cathedral, 
Springfield, there is a memorial book which is kept 
in a locked museum box. In this book the frontis- 
piece is always visible. With these examples we 
solved the way to fittingly memorialize our bene- 
factors. 


As you enter the hospital you will notice a sturdy 
oak museum box, handsomely carved and blending 
well with the woodwork in the lobby. Hung on the 
wall, immediately above the museum box, is the 
framed plan of the building with the memorial rooms 
colored and properly labeled with the name of the 
giver. Of course all rooms are numbered or ade- 
quately described by title. Over the plans is the in- 
scription ““Names That Will Live,” which was the 
slogan used in the campaign for funds. (See 
illustration. ) 


In the locked museum box is a loose-leaf book, 
bound in red calf-skin, with its leaves also locked in 
place by means of a key. The foreword of the book 
is as follows: 


“BOOK OF MEMORIALS” 

“On the following pages are recorded the 
memorials donated to The Springfield Hos- 
pital. All names, whether a giver or the 
person to whom a memorial was subscribed, 
are individually indexed; therefore, any 
memorial sought can be located if the name 
of any one of the donors or the name of the 
memorial is known. The floor and number 
of the room are listed at the top of the page, 
thus enabling anyone to locate on the floor 
plan frarned above the location of a given 
memorial. 


“The members of the Board of Trustees 
also in this book desire to express their grate- 
ful appreciation to the citizens of Springfield 
who so generously gave to this hospital.” 


The book is not finished and it will take 
perhaps two more years but encouraging 
progress has been made. 





tion was caused by Mr. Ellis’ interest in this, breed 
of dog. 


A frontispiece was made (see illustration) and the 
and building castles in the air, going into the horns 


of plenty which eventuate in The Springfield Hos- 
pital. A poem written by one of our graduate nurses 
is under the hospital picture and reads as follows 


For many years we thought and schemed 
We planned and worked and dreamed a dream 
A “House of Mercy” to create 

Where those who came within our gate 
Need not pass by but care obtain 

Till they could travel on again. 

We needed help and sought your aid 

With trust in you our plans we laid 

Our house we built, our dream came true 
We give our thanks to God and you. 





All of this is resting on a foundation of Massa- 
chusetts typified by its adopted flower, the Arbutus, 
the sea! of Hampden County, the Memorial Bridge 
and the Municipal Group of Springfield. The 
Springfield Hospital’s colors of blue and gold are 
worked in and the caduceus typifies medicine. 

The actual memorial consists of illuminated print- 
ing. This is being painstakingly and skillfully done. The memorial to Mrs. Frederick Harris shows her 
Much thought and consideration have been put into gift—the two wings of the nurses’ home. The gift 
the motives and stories behind these memorials. We idea is hinted at by the rope around the building. The 
have been greatly aided by friends and relatives who flowers, batchelor’s buttons, are Mrs. Harris’ favor- 
knew the person to whom the memorial is inscribed. 
As far as possible we have tried to make the designs 
appropriate to the memorials. For example, the 





Wallace tartan is the background for the letter “A,” 
inscribing the memorial to the late Andrew B. Wal- 
lace. Robert W. Day was for many years head of 
the United Electric Light Company in Springfield 
and around the “R” of his name the figure of Ben- 
jamin Franklin with his kite in an electric storm is 
readily discerned. In the Emma Brigham Bugbee me- 
morial the ‘‘E” is decorated with children’s toys. This 
is appropriate as the space allocated for the memorial 
is the children’s playroom. For the James W. and 
Fanny B. Kirkham memorial musical scrolls are 
delicately outlined in the capital letters of the me- 
morial while at the side, enclosed in the “J,” are the 
figures of a woman singing and a man playing the 
piano. Mr. and Mrs. Kirkham were tremendously 
interested in both vocal and piano music in Spring- 
field. The trademark of the A. G. Spalding & 
Brothers Company is shown on their memorial, 
amplified by a baseball bat and a golf club, and the 
capital letters have entwined in them tennis racquets. 
In the Dwight W. Ellis, Jr., memorial an English 
setter dog on “a point” with autumn trees in the 
background are shown through the “D.” This selec- 
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ites, and the butterflies and bees are put in for dec- 


orative purposes. 


Mr. Nathan D. Bill did not wish his memorial to 
be allocated to any space but to be a memorial to those 
people who gave small amounts. To symbolize this 
thought the base consists of thirty figures which can 
be readily distinguished as to occupation and who 
were largely responsible for the success of the drive. 
In the upper background is a factory, in the fore- 
ground a farm, on the left is industry, showing also 
transportation typified by an airplane, a train and 
motor cars, on the right is farming, and in the “L” 
is the wheel of industry and vegetables to typify 
farming. 


The memorial to the medical staff shows an operat- 
ing room in the upper left hand corner and a bed- 
room scene in the upper right hand corner. Between 
these are the lamps of learning and The Springfield 
Hospital seal ; in the lower left hand corner research 
is shown, and in the lower right hand corner teach- 
ing; the base shows books, bottles, a skull and writ- 
ing materials ; entwined in the left caduceus is digi- 
talis; beneath the seal are opium and nux vomica, 
and on the right hand side another caduceus is en- 
twined in rye, typifying ergot and rye whiskey. 


At the top of the nursing memorial we find day 
and night separated by a graduate nurse showing her 
diploma and pin; in the lower left hand corner a 
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probationer ; in the lower right hand corner a pupil 
nurse. The hospital colors, blue and gold, are shown 
with the date of the founding of the training school 
on them. Ivy is entwined around the pin on the 
left hand side and the motto of the school on the 
right; the “T” is embellished by a small picture of 
Florence Nightingale, with her light, attending to a 
wounded officer of the Argyle and Sutherland High- 
landers in the correct uniform. This regiment fought 
in the Crimean War; at the bottom of the memorial 
are shown two hospital charts and the Nightingale 
pledge held down by a lamp, and the torches on the 
side represent progress. 


From the illustrations and examples you can read- 
ily judge the meticulous care that has been put into 
these memorials, Having done this, it has been very 
gratifying to listen to the praise and to notice the 
interest created by this book. The most gratifying 
of all is the fact that the coloring, lettering, mount- 
ing and framing of the plans, together with the 
illuminated printing and the manufacture of the 
museum box, were all done by our own employees. 


It is the duty of the admitting officer each morning 
to unlock the museum box and turn one page of the 
book, thus insuring that every memorial will be open 
for inspection in rotation and in this way the march- 
ing years will be marked by silent, approving 
rustlings from the past. 


Our memorial has caused one amusing story, to 





wit: We had a gentleman of color in one of our 
wards and two of his lady friends called upon him 
one evening. They unfortunately had to wait some 
time for the visiting hour. During this time they 
became quite friendly with our hostess. After visit- 
ing hour she noticed them walking out and asked 
how their friend was. They replied that he was 
doing “splendidly” and the hostess was delighted. 
A few nights later they returned to visit their friend. 
In the hustle and bustle of getting their passes they 
entered unnoticed but on leaving they were recog- 
nized by the hostess, who again asked them how their 
friend was. A sudden, serious look came over their 
faces and they said: “He is not going to live, you 
know.” The hostess replied: “Why! That’s funny; 
I though you said the other night that he was getting 
along well.” ‘Yes, that is true,” they replied, “and 
he still looks good to us, but before we came in to- 
night we looked at that picture on the wall with the 
‘Names That Will Live’ and his was not among 


them.” 








On the Operation of a Work Room, With 


Special Reference to Sterilizing Processes, 
Following a Three-Year Study 


LYLA C. BELDING, R.N. 
Saint John General Hospital, Saint John, Canada 


I HIS ARTICLE HAS REFERENCE to sterilizing 


practices, as carried on in the Saint John General 
Hospital, but we wish briefly to refer to Work 
Room routine. Supplies are requisitioned from the 
Stores each week, on a regulation form. This 
requisition is passed by the Training School Office, 
prior to being sent to the Stores. The supplies are 
issued to the Work Room on the day ordered. They 
are checked and signed for. These supplies are pte- 
pared for use on the different wards—being wrapped 
in small packages suitable to the various needs. 
Each package is stamped with the date before be- 


ing sterilized. All dressings not used within the 
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week are returned to the Work Room, and are re- 
stamped before being resterilized. 

All sterile supplies are requisitioned by the dif- 
ferent wards on a regular form—which must be in 
the Training School Office not later than 4 p. m. 
on the day of ordering. These are signed and sent 
to the Work Room. The number of patients is 
marked on each slip, also any cases needing extra 
dressings. These orders are delivered to the dif- 
ferent wards the following morning at 7 :30 o'clock, 
are checked, signed for, the slip being brought back 
to the Work Room, and filed. 

It may not be out of order to mention that we 
keep sterile, for the use of the medical staff, intra- 
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venous sets, sub-mammary sets, sterile flasks, sterile 
saline, and sodium citrate, for treating patients out- 
side the hospital. We are also willing to sterilize 
any dressings they see fit to send in. This service 
being something apart from our regular service we 
are glad to have a part in it. We also take care of 
the sterilizing of dressings for clinics at the Health 
Centre. 


The sterilizing of all surgical supplies, drums, 
bundles of linen, gloves, utensils, and solutions, for 
use in the operating room, maternity department, 
and out-patient department, is done in the Work 
Room. We have four sterilizers. These are 
equipped with steam, pressure, time, and tempera- 
ture charts. Two sterilizers are large size, and are 
set to register eighteen to twenty pounds pressure, 
temperature 255 degrees Fahrenheit. Two small 
size are set to register fifteen to eighteen pounds 
pressure, temperature 250 degrees Fahrenheit. We 
always check with a Tatler thermometer in each 
load, and each week we send specimens of gauze 
from each sterilizer, glove, powder, and solutions, 
to the laboratory to be cultured. 


Bundles are placed on their edge; crowding is 
avoided. The steam is turned into the jacket; door 
is closed but not locked until it is certain the load 
is completely heated. The door is then locked, 
steam turned into sterilizing chamber, vacuum valve 


is opened, and a vacuum of fifteen inches is al- 
lowed, requiring from ten to fifteen minutes, be- 


fore turning off vacuum valve. At the end of 
sterilizing time a vacuum is made to dry out the 
load. Care must be taken in opening the door, as 
a sudden inrush of cold air will contaminate the 
load, so the door is cracked and left for a time be- 
fore opening wide. 


If sterilizing process has been carried out suc- 
cessfully the load should be light in weight, dry to 
the touch, and easily handled. 


In 1934 we reported, at the American College of 
Surgeons meeting in Boston, a series of observa- 
tions—686—on our sterilizing procedures. Our 
studies were made mainly with the idea of estab- 
lishing a relationship between the temperature as 
recorded on the steam and pressure chart of each 
sterilizer, and the actual temperature, as recorded 
by Tatler thermometer, in various locations within 
the sterilizing chamber, more specifically within 
bundles in the center of the drum, and in ordinary 
bundles. We wanted to know: 


1. Relationship, at various intervals, sterilizing 
level—5, 10, 15, 20, 25, and 30 minute inter- 
vals 


How long it took for the temperature we 
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stipulate in our practice to be reached within 
the bundle intra-drum 


What we could find, bacteriologically, follow- 
ing cultures made of the materials studied 


Whether or not our practices were being car- 
ried out in a way that we were deluding our- 
selves as to the safety of these practices 


We found the minimum sterilizing temperature of 
255 degrees Fahrenheit was not reached within the 
bundles, intra-drum, in all instances, until after 
thirty minutes had elapsed, and in single bundles, 
outside of drums, until after the lapse of twenty- 
five minutes. 


This year six hundred Aseptic-Thermo-Indicators 
were placed at our disposal, for further study of 
our practices. These indicators are manufactured 
so that the arrow, which is a lavender color on a 
dark green dial,. will change to the same color as 
the dial, namely, green, after the indicator has been 
exposed to steam of 250 degrees for twenty min- 
utes. 


Having in mind our previous work above men- 
tioned, and taking it for granted that our previous 
observations are correct, and assuming, also, that 
the claims for Aseptic-Thermo-Indicators were cor- 
rect, and the conditions under which we operate our 
sterilizers, or in other words, our methods in steri- 
lizing—then all the indicators should change, as 
stipulated for them. This is exactly what happened, 
596 of the indicators changing as required. The 
other four did not completely change, and neither 
did our thermometer method of recording tempera- 
tures show that sterilizing processes had taken place. 
These four bundles were re-sterilized, as is our 
practice. 

We were particularly pleased with these results 
for two reasons: 


1. The Aseptic-Thermo-Indicators confirmed our 
previous observations 


We are armed now, in the Aseptic-Thermo- 
Indicator, with an additional aid in insuring 
safe sterilization 


It will be clear from the above that we do not 
count our sterilizing time, in the case of single bun- 
dles, until twenty-five minutes have elapsed, after 
sterilizing level on the steam pressure chart is 
reached, and in the case of drums thirty minutes, 
so that drums are in the sterilizer for sixty min- 
utes, and isolated bundles for forty-five minutes. 


We are now using the Aseptic-Thermo-Indicator 
regularly, with the Tatler thermometer. We have 
made thousands of observations, and we continue 
to confirm all of our previous observations. 





Ancient Diet Tables and Hospital Rules 


JOHN N. HATFIELD 


Administrator, Pennsylvania Hospital, Philadelphia, Pennsylvania 


J OHN E. Rawnsom’s splendid article on 
“John Howard on Hospitals,” appearing in the July 
issue of HOSPITALS, was both entertaining and 
instructive. Of particular interest to me was the 
fact that John Howard’s investigation of hospitals 
in England and on the continent, and his subsequent 
recorded impressions, were made over a span of 
seventeen years starting twenty-one years after the 
founding of the Pennsylvania Hospital in Philadel- 
phia in 1751. 


Conditions as John Howard encountered them in 
the several widely separated hospitals covered a 
wide range. Some reflected the worst in hospital 
organization and operation while others attained an 
unusually high degree of excellence for the times. 
The Pennsylvania Hospital, although only twenty- 
one years old when Howard began his first survey, 
appears to have been built, organized, and operated 
with a view to improving conditions which were 
known to exist in the mother country and else- 
where. This impression is obvious after comparing 
the early history of the hospital with historical data 
from the archives of some of the recognized largest 
and best hospitals abroad. 


From the beginning, the Pennsylvania Hospita! 
has been fortunate to have had an illustrious line 
of managers, who, for the most part, have been 
prominent in the affairs of Philadelphia and who 
have taken their managerial duties with unusual 
seriousness. For many years after the hospital 
was established the managers attended to many of 
the manifold duties now assigned to the administra- 
tor and his associates. They admitted and discharged 
patients ; investigated patients applying for admission 
to the hospital; collected moneys due; and paid the 
bills. They personally looked after details of plant 
maintenance and purchases; they even established 
weekly diet lists. 

Mr. Ransom, in his article, includes a diet table 
which John Howard found posted in the wards of 
Frederick’s Hospital in Copenhagen. The table be- 
came effective July 1, 1774, and lists “full diet” 
and “common diet” with general instructions as to 
amounts and special diets. Noticeable is the stipu- 
lation that for both the dinner and supper “Bread 
and beer or ale everyday.” 


Because of its interesting features I submit here- 
with a photograph of “A Table of Diet for the 


Patients in the Pennsy!vania Hospital,” dated 11th 
month 13th 1759, signed by six managers. (The 
original manuscript from which this reproduction 
was made, hangs in the library-museum of the hos- 
pital.) It will be noted there were four diets— 
Full, Low, Milk and Dry. It will be further noted 
that under “Full Diet,” at the bottom of the col- 
umn, it is specified that “Bread and Beer sufficient 
without waste” shall be served daily and at the bot- 
tom of the column headed by “Low Diet” is the 
stipulation “Small beer—a Pint a Day.” Patients 
so unfortunate as to require either “Milk Diet” or 
“Dry Diet” were denied their accustomed beer. 


John Howard observed about 1788 at the Royal 
Hospital at Haslar, an institution for seamen in 
Hampshire, England, that the nurses were women 
and his records reveal the Regulations and Orders 
respecting the conduct of nurses and other serv- 
ants, copies of which were hung in the wards. 
These regulations and orders are complete and show 
the care with which they were formulated and re- 
flect the sense of responsibility resting on the shoul- 
ders of the management. 


Of interest are the equally meticulously formu- 
lated “Rules Agreed to by the Managers of the 
Pennsylvania Hospital for the Admission and Dis- 
charge of Patients,’ adopted at the meeting of the 
Board in January, 1752. 


“First, That no patients shall be admitted, 
whose cases are judged incurable, lunaticks ex- 
cepted; nor any whose cases do not require 
the particular conveniences of an Hospital. 


“Secondly, That no person, having the small- 
pox, the itch, or other infectious distempers, 
shall be admitted, until there are proper apart- 
ments prepared for the reception of such as 
are afflicted with those diseases; and if any 
such persons should be inadvertently admitted, 
they shall forthwith be discharged. 


“Thirdly, That women having young chil- 
dren shall not be received, unless their children 
are taken care of elsewhere, that the Hospital 
may not be burdened with the maintenance of 
such children, ner the patients disturbed with 
their noise. 


“Fourthly, That all persons desirous of be- 
ing admitted into the Hospital (not inhabitants 
of Philadelphia) must, before they leave the 
place of their abode, have their cases drawn 
up in a plain manner and sent to the Man- 
agers, together with a certificate from a Jus- 
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tice of Peace, and the overseer or overseers of 
the poor of the township in which they re- 
side, that they have gained a residence in such 
township, and are unable to pay for medicines 
and attendance; to which an answer shall 
speedily be returned, informing them whether 
and when they may be admitted. All persons 
employed in drawing up their cases, are de- 
sired to be particular in enumerating the symp- 
toms, and to mention the patient’s age, sex, and 
place of abode, with the distance from the city 
of Philadelphia. 


“Fifthly, That all persons who have thus 
obtained a letter of license to be received into 
the Hospital, must be there at the time men- 
tioned for their reception and bring with them 
that letter, and must likewise deposit in the 
hands of the treasurer so much money, or give 
such security, as shall be mentioned in their 
respective letters of license, to indemnify the 
Hospital, either from the expense of burial, in 
case they die, or to defray the expense of carry- 
ing them back to their place of abode and that 
they may not become a charge to the city. 


“Sixthly, If the several persons, not excluded 
by the preceding exceptions, are applying when 
they cannot be received, without exceeding the 
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number allowed by the Managers to be enter- 
tained at‘one time in the Hospital, the prefer- 
ence will be given, when the cases are equally 
urgent, first to such as are recommended by 
one or more of the contributors, members of 
this Corporation, residing in the township to 
which the poor persons belong; secondly, to 
those who stand first in the list of applications ; 
but if some cases are urgent, and others can 
admit of delay, those with the most urgent 
symptoms shall be preferred. 


“Seventhly, Notwithstanding such letters of 
license, if it shall appear by a personal exam- 
ination of any of the patients that their cases 
are misrepresented, and that they are improper 
subjects of the Hospital, the Managers shall 
have the power of refusing them admission. 


“Eighthly, That at least one bed shall be 
provided for accidents that require immediate 
relief. 


“Ninthly, That if there shall be room in the 
Hospital to spare, after as many poor -patients 
are accommodated as the interest of the capital 
stock can support, the Managers shall have the 
liberty of taking in other patients; at such rea- 
sonable rates as they can agree for; and the 





profits arising from boarding and nursing such 
patients, shall be appropriated to the same uses 
as the interest money of the publick stock. Pro- 
vided, that no such persons, under pretence of 
coming to board in the Hospital, shall be admit- 
ted, unless, on the first application made on his 
behalf, a certificate be produced from the over- 
seer or overseers of the poor of the township 
in which he lives, of his having gained a resi- 
dence in the said township; and unless suff- 
cient security be given to the Managers to in- 
demnify the city and Hospital from all charges 
and expenses whatever, occasioned by his re- 
moving hither. 


“Tenthly, That those who are taken into the 
Hospital at a private expense, may employ any 
physicians or surgeons they desire. 


“Eleventhly, That all persons who have been 
admitted into the Hospital, shall be discharged 
as soon as they are cured, or, after a reason- 
able time of Tryal, are judged incurable. 


“Twelfthly, That all patients when cured, 
sign certificates of their particular cases, and 
of the benefit they have received in this Hos- 
pital, to be either published or otherwise dis- 
posed of, as the Managers may think proper. 


“Thirteenthly, That no patient go out of the 
Hospital without leave from one of the phy- 
sicians or surgeons, first signified to the ma- 
tron; That they do not swear, curse, get drunk, 
behave rudely or indecently, on pain of expul- 
sion after the first admonition. 


“Fourteenthly, That no patients presume to 
play at cards, dice, or any other game within 
the Hospital, or to beg anywhere in the city 
of Philadelphia, on pain of being discharged 
for irregularity. 


“Fifteenthly, That such patients as are liable, 
shall assist in nursing others; washing and 
ironing the linen, washing and cleaning the 
rooms, and such other services as the matron 
shal! require. 


“The foregoing rules were agreed to by a 
board of Managers of the Pennsylvania Hos- 
pital, the twenty-third day of the first month 
(January), 1752. 


“BENJAMIN FRANKLIN, Clerk. 


“We do approve of the foregoing rules, 
Wo. ALLEN, Chief Justice. 
Isaac Norris, Speaker of the Assembly. 
TeENcH Francis, Attorney-General.” 


“A rule was established by the Managers Jan- 
uary 25, 1762, which enlarged the scope of their 
charitable work. It was 


“Agreed that hereafter the Applications 
made by the Overseers of the Poor of any of 
the Townships within this Province for the 
Admission of Patients into this Hospital, if 
their cases are adjudged proper, they shall be 
taken in free of charge for their Maintenance.” 


Several years later the Managers formulated rules 
and regulations which described in detail the duties 
of the (1) Attending Physicians and Surgeons, 
(2) Resident Physicians, (3) Instrument Maker, 
(4) Pathological Museum, (5) Curator, (6) 
Apothecary, (7) Clerk and Librarian, (8) Out- 
Patient Department, (9) Steward, (10) Matron, 
(11) Head Nurse, (12) Nurses, (13) Watchman, 
(14) Night Nurses, (15) Gate Keeper, (16) Ad- 
mission and Discharge of Patients, (17) Free Beds, 
(18) Ambulance, (19) Patients, (20) Visitors, 
(21) Medical Library, (22) General. 


In the light of present-day administration, the 
great majority of rules listed under the above head- 
ings would apply today. Some, however, and only 
a few, might be considered a bit superfluous or 
even ridiculous. 








Our Proprietary Hospitals 


Some of our largest and best institutions in the 
country are privately owned and operated. As a 
general rule the majority of our proprietary hos- 
pitals have good plants, are well furnished and 
equipped, and have good medical and nursing staffs. 
They give their communities good professional and 
hospital service. 

Several’ states, and particularly New York, have 
placed proprietary hospitals under the inspection con- 
trol of the State or City Department of Health. 
HOSPITALS reviews with satisfaction the report 


of Dr. S. S. Goldwater, the Commissioner of Hos- 
pitals of New York City. 


His department has jurisdiction and control over 
private proprietary hospitals, with responsibility for 
inspecting and licensing sixty-two proprietary hos- 
pitals in New York City, which have fully met the 
requirement of the Department of Hospitals. Out 
of the seventy-four which were in existence one 
year ago, five have closed their doors and only seven 
have a few minor requirements to meet until they 
are approved. 
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The Thirty-Eighth Annual Convention of the 
American Hospital Association 
Comes to a Close 


One of the Best Attended Conventions of the Association and One of 
the Largest Value to the Hospital Field 


Tr .. 1936 CONVENTION of the American 
Hospital Association will long be remembered as one 
of the best attended, and most valuable from every 
viewpoint, to the representatives of our hospitals 
who participated in it. ; 

Meeting concurrently with the American Protes- 
tant Hospital Association, The American College of 
Hospital Administrators, The American Association 
of Occupational Therapists, and The American As- 
sociation of Nurse Anaesthetists, it was the magnet 
that drew an assemblage of more than 4,000 hospital 
people to Cleveland. 

The program of every session was carefully ar- 
ranged and perfectly executed. The meetings began 
on time, the speakers covered their subjects fully 
and the audiences were particularly receptive. 


Clinical Demonstrations 


In addition to the stated programs of the various 
sections, a new program feature was instituted in 
Cleveland, developed and staged by the Cleveland 
Hospitals. A series of clinical demonstrations, 
showing hospital procedures under working condi- 
tions was staged each day of the Convention. The 
educational value of these demonstrations was readily 
appreciated by the delegates, and each demonstration 
was greeted by a large audience. 


Commercial Exhibits 


On entering the convention hall, one was imme- 
diately impressed with the artistic way in which the 
exhibitors displayed their products; more effort was 
put forth to combine beauty with display of com- 
mercial products than at any previous convention. 
Then, as the products themselves were studied, it 
was found that the attractiveness of the display was 
only a fitting background to the improvement that 
has been made in the appearance of hospital supplies 
and equipment themselves. From stream-lined wheel 
chairs to the beautiful hospital room furniture, could 
be seen the modern tendency to substitute graceful 
lines for the plain styles of yesterday. 

In the two hundred and fifty-eight booths, contain- 
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ing one hundred and seventy-six individual exhibits, 
could be found a complete array of the products 
required to equip and operate a hospital. To prop- 
erly explain and demonstrate this equipment, over 
seven hundred and fifty representatives of the firms 
maintaining these exhibits were in attendance. This 
group possessed a wealth of knowledge in regard to 
the proper use and operation of their respective 
equipment, and the fact that this was appreciated 
by those in attendance was evidenced by the large 
numbers constantly visiting the exhibits. 


The Educational Exhibit 


The educational exhibits also possessed an unusual 
attractiveness this year. The American Red Cross— 
in a graphic manner—illustrated a type of service 
that is not usually associated with their endeavors ; 
namely, social service in government hospitals. The 
pharmacy and pathological exhibits prepared by the 
Western Reserve University, and the University 
Hospitals, were an innovation this year, and at- 
tracted much interest. The progress of thirty years 
in the development of x-ray equipment was effec- 
tively shown by the Radiological Society of North 
America, while the architectural exhibit contained 
models and plans representing the latest develop- 
ments in hospital construction. The exhibit of the 
products made by patients under the instruction of 
members of the American Occupational Therapy 
Association always attracts much interest. 


The Hobby Exhibit 


There was one new exhibit this year that had a 
particular attraction because of its personal appeal— 
the hobby exhibit in charge of Mr. Worth L. 
Howard. Original paintings were shown by Dr. G. 
Harvey Agnew, a collection of photographs both by 
Dr. Max Thorek and Mr. Harry C. Phibbs. Dr. 
Christopher G. Parnall showed a number of pieces 
of sculpture; particularly the one of Dr. Faxon at- 
tracted the attention of his friends. An excellent 
collection of milk glass was shown by Miss Gladys 
Brandt. Large numbers were in attendance at this 
exhibit throughout the Convention, and information 
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was gained regarding the hobbies of many other 
hospital executives, so that the hobby exhibit next 
year should be much larger. From the fine start 
made this year, and the decided interest it attracted, 
this should become an annual feature-of the Con- 
vention. 


The Annual Banquet and Ball 


The traditional Banquet and Ball on Wednesday 
evening was the feature event of the week’s program. 
Eight hundred and fifty-six guests taxed the ca- 
pacity of one of Cleveland’s largest banquet halls. 
President Buerki was toastmaster and presented the 
distinguished guests, among whom were Bishop 
Schrembs, and the guest orator of the evening, 
Honorable Newton D. Baker. Mr. Baker’s address 
was broadcast over a national radio hook-up and is 
presented in full in this issue. His fine tribute to 
the American hospital and particularly to our volun- 
tary hospitals reached a responsive and sympathetic 
radio audience, as well as the banquet guests. The 
Annual Ball was a gala affair and was the best since 
the Toronto Convention. 


Cleveland Hospitality 


There is no better convention city than Cleveland, 
and no more hospitable people than the citizens of 






that city. Every possible courtesy was extended, 
and every facility was placed at our disposal. From 
Mayor Burton, who made a personal visit to the 
Convention and viewed the wonderful exhibit staged 
there, down the entire list, no resident of Cleveland, 
omitted a single act that would lend pleasure and 
profit to our hospital people during the week of their 
Convention. 


The General Arrangements Committee 


Dr. C. S. Woods and his General Arrangements 
Committee, contributed more than their share to the 
success of the Convention. Every local detail was 
carefully worked out. They were in constant touch 
with the officers of the Association. They left noth- 
ing undone, that should have been done, and they 
did everything that they could do to make the Con- 
vention so successful. 


The Cleveland Hospitals 


Cleveland hospitality was exemplified in the Cleve- 
land hospitals. The Catholic hospitals received the 
visiting sisters as their guests during Convention 
week. Every Cleveland hospital welcomed the 
Convention visitors and gave them every opportunity 
to inspect the fine examples of good hospital plan- 
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ning and arrangements which the Cleveland institu- 
tions afford. Every department of the hospitals 
was open to their guests, from the engine room to 
the fan room. 


The Association Amends Its Constitution 


The Association took a long step forward when it 
amended its Constitution and increased the member- 
ship of the Board of Trustees from nine to twelve. 
The purpose of the amendment was to give a wider 
geographical distribution to the membership of the 
Board of Trustees and to provide additional counsel 
and advice in the widening sphere of the Associa- 
tion’s activities. Here follows the text of the 
amendment adopted : 

WHEREAS, The present number of Trustees as 
provided by the Constitution does not permit of 
sufficient opportunity to constitute the Board so that 
it shall be broadly representative of the membership 
of the Association. 

BE IT RESOLVED, That Article V of the Con- 
stitution be amended by striking out the first para- 
graph thereof and substituting the following: 

There shall be a Board of twelve Trustees 

which shall have charge of the property and 
financial affairs of the Association, and shall 
hold title thereto under the name of “Trustees 
of the American Hospital Association.” The 
President, President-elect, and Treasurer shall 
constitute three of said trustees, and three 
Trustees shall be elected annually at the Con- 
vention to serve for three years, excepting that 
in 1936.one of said Trustees shall be elected for 
one year, one for two years, and three for three 
years. Trustees shall serve until their successors 
are elected. 

The Association further amended the Constitution 
so as to clarify the interpretation of the meaning of 
a “General Session.” There were conflicting 
opinions as to whether the term “General Session” 
meant the Annual Convention, or whether the Gen- 
eral Session for the transaction of the business of 
the Association meant one or more “General Ses- 
sions” duly publicized and scheduled during the days 
of the Annual Conventions. Here follows the text 
of the amendment adopted by the Association : 

In order to more clearly define the intent of the 
provisions of Article IX of the Constitution, 


BE IT RESOLVED, That Article [IX be amended 
by adding the words “During the Annual Meeting or 
Convention” after the words “Recognized general 
session” in both instances in which those words occur. 

Article IX when thus amended will then read as 
follows: 

The Constitution and By-Laws may be 
amended by vote of not less than two-thirds of 
the members present and voting at a recognized 
general session during the Annual Meeting or 
Convention of the Association; provided, how- 

ever, that proposed amendments shall be sub- 





mitted in writing at a recognized general session 
during the Annual Meeting or Convention, and 
shall not be acted upon at a Session at which 
they are proposed but may be at any subsequent 
session. 


The Report of the Resolutions Committee 


The Resolutions Committee was practically in con- 
tinuous session during Convention week giving con- 
sideration to the resolutions offered on the floor or 
prepared by the individual groups. The Committee 
report is printed in full in this issue. Of particular 
interest is the resolution referring to the contribution 
which the Saturday Evening Post has made to hos- 
pitals through its editorial columns. The text of this 
resolution follows: 

WHEREAS, The Saturday Evening Post has 
from time to time published masterly editorials in 


which public support has been advocated for volun- 
tary hospitals, and 


WHEREAS, These editorials have had the effect 
of stimulating widespread interest throughout the 
country in these beneficent institutions, therefore, 
be it 

RESOLVED, That the American Hospital Asso- 
ciation in convention assembled expresses its deep 
appreciation of the intelligent and helpful attitude of 
this publication and its editorial staff. 


Newly Elected Officers 

The Association is very fortunate in the selection | 
of the officers who will guide the Association during 
the next few years. Its new President-Elect, Mr. 
Robt. E. Neff, is a leader in the hospital field and 
is known to hospital people everywhere. The newly 
elected trustees, Dr. W. S. Rankin, Mr. John Hat- 
field and Miss Margaret A. Rogers, as well as the 
re-elected members, Monsignor M. F. Griffin and 
Dr. G. Harvey Agnew, will with its old members 
constitute an ideal Board of Trustees. Mr. Asa S. 
Bacon was re-elected Treasurer for his 30th term. 
Mr. E. I. Erickson as First Vice-President, Miss 
K. M. Prindiville as Second Vice-President and Mr. 
EK. E. Slack as Third Vice-President were, with the 
other newly elected officers, were the unanimous 
choice of the Association membership. 

And so the Thirty-Eighth Annual Convention of 
the American Hospital Association came to a close. 
A more representative body of hospital people has 
never been brought together, nor one in which 
everyone took a larger interest in Convention pro- 
ceedings or listened to better Convention programs. 
It was a week filled with professional values and 
replete with personal enjoyment. Its inspiration was 
the patient in our hospital wards, its results will be 
manifest in the material advancement of our hos- 
pitals, the development of better hospital administra- 
tion and the increased efficiency with which the 
patients in our institutions are cared for. 













The Charitable Hospitals Must Apply for 
Exemption from Taxation Under 
the Social Security Act 


When the regulations governing the excise tax on 
employees under Title IX of the Social Security 
Act were being drawn, a verbal assurance was re- 
ceived that hospitals which are exempted from the 
Federal income tax would be exempted automatic- 
ally from this provision. 

Recently, several local collectors of Internal Rev- 
enue have insisted that hospitals in their districts 
definitely establish their status under this Act. Ac- 
cordingly, a written ruling was requested from the 
Bureau of Internal Revenue, and in response to this 
request, the following ruling has been received: 


TREASURY DEPARTMENT 
Washington 
Office of Commissioner 
of Internal Revenue 
Reference IT:RR-LLA 
American Hospital Association 
18 East Division Street 
Chicago, Illinois 
Attention: Mr. A. E. Hardgrove 
Assistant Secretary 


October 2, 1936 


Sirs: 

Further reference is made to your letter of 
September 23, 1936, stating that you were verbally 
informed that any hospital which had established 
itself as being exempt from the income and capital 
stock tax would automatically be exempted from the 
taxing provisions of the Social Security Act. 

The tax imposed by section 901, Title IX of the 
Act, effective January 1, 1936, is upon every em- 
ployer (of eight or more) with respect to having in- 
dividuals in his employ during the calendar year, and 
the measure of the tax is the total wages payable by 
the employer with respect to employment as defined 
in section 907(c). Section 907(a) of the Act pro- 
vides that when used in Title IX the term “em- 
ployer” does not include any person unless on each 
of some twenty days during the taxable year, each 
day being in a different calendar week, the total num- 
ber of individuals who were in his employ for some 
portion of the day (whether or not at the same 
moment of time) was eight or more. The portion 
of section 907(c) which you apparently have in mind 
provides that the term “employment” as used in Title 
IX, means any service, of whotever nature, per- 


formed within the United States by an employee for 
his employer except: 

“(7) Service performed in the employ of a 
corporation, community chest, fund, or founda- 
tion, organized and operated exclusively for re- 
ligious, charitable, scientific, literary, or educa- 
tional purposes, or for the prevention of cruelty 
to children or animals, no part of the net earnings 
of which inures to the benefit of any private share- 
holder or individual.” 


In order that it may be determined wheth- 
er the services performed by the employees 
of hospitals come within the exceptions pro- 
vided in the above-quoted provision of the 
law, it will be necessary for such hospitals to 
furnish an affidavit setting forth their actual 
activities and copies of their articles of in- 
corporation and by-laws, together with finan- 
cial statements for the last year of operation 
showing assets and liabilities and classifying 
receipts and disbursements. When this evi- 
dence is received in the Bureau a ruling will 
then be made. 

If, however, this information has already 
been submitted for the purpose of determin- 
ing its liability to the Federal income tax, 
and the hospital has been held to be exempt 
from income taxation under the provisions of 
section 101(6) of the Revenue Act of 1936, 
or the corresponding provisions of prior rev- 
enue acts, it will not ordinarily be necessary 
for it to again submit such evidence. It will, 
however, be necessary for it to make a spe- 
cific request for a ruling on its status under 
the Social Security Act. 

Respectfully, 
Chas. T. Russell, 
Deputy Commissioner. 
By 
(Signed) L. K. Sunderlin, 
Head of Division. 


In accordance with the above, it will be necessary 
for all charitable hospitals which are exempt from 
the Federal income tax, to apply to the Commissioner 
of Internal Revenue for a ruling on their status 
under the taxing provisions of Title IX of the Social 
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Security Act. The Bureau advises that only a brief 
formal request will be necessary in which reference 
is made to income tax ruling. 


For convenience, the following type of letter is 
suggested : 
Mr. Guy T. Helvering 
Commissioner of Internal Revenue 
Washington, D. C. 
Dear Sir: 

The Hospital, of ——-_———_, 
would request a ruling in regard to its status under 
the taxing provisions of the Social Security Act, in 





e 


accordance with ruling given to the American Hos- 
pital Association, under date of October 2, 1936, 
Reference IT :RR-LLA. 

This hospital has been exempted from the pay- 
ment of the Federal income tax, due to the charitable 
nature of its organization and operation, the status 
of which has not been changed since this exemption 
was incurred. 

We accordingly would apply for exemption from 
taxation under Title IX of the Social Security Act. 

Yours very truly, 
(Signed) ——-——, President, or Secretary, 
Board of Trustees. 








Applications Received for Institutional 
Membership 


Alabama 
Selma Baptist Hospital 


Arkansas 
Little Rock City Hospital. ............ Little Rock 


Connecticut 


Day Kimball Hospital Putnam 


Illinois 
Lewis Memorial Maternity Hospital 
Champaign County Hospital 


Chicago 
Urbana 


Indiana 


“Norways” Sanatorium Indianapolis 


Atlantic 
Burlington 


Atlantic Hospital 

Burlington Protestant Hospital 
Sunny Crest Sanatorium Dubuque 
Mercy Hospital Oelwein 
RY RD yo iniccS ehens 5555sae ede aes Sibley 


Maine 
OE GRR i hi os Shs Feeble Biddeford 


Memorial Hospital Cumberland 


Massachusetts 
Chowan 2500 THOME. 5a bok nn oe Bees Lawrence 
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Michigan 
St. Joseph’s Mercy Hospital 
Leila Y. Post Montgomery Hospital. . Battle Creek 


Peoples Hospital 


New Jersey 


St. Michael's Hoenltehs: ... 062.0. s00esedes Newark 
Underwood Hospital Woodbury 


New York 


Buffalo Hospital of the Sisters of Charity. . Buffalo 
Emergency Hospital of the Sisters of Charity 

’ Buffalo 
Little Falls TIGNES. oe oe sci eens Little Falls 


North Carolina 


Rainey Hospital Jurlington 
- > 


Wewoka Hospital Wewoka 
Rhode Island 


Woonsocket Hospital Woonsocket 


Wisconsin 


Sheboygan Memorial Hospital.........Sheboygan 


Waimea, Kaui 
Paia, Maui 


Waimea Hospital 
Paia Hospital 
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E-D-I-T-O-R-I-A-L-S 


The Cleveland Convention 


The American Hospital Association was born and 
cradled in Cleveland. The Cleveland Convention 
marked almost four decades of ceaseless effort of the 
American Hospital Association to make the care of 
the hospital patient efficient. Every thought and 
every activity of the Association has been concen- 
trated to this purpose and this alone. 

The experience and knowledge of its membership 
from the birth of the Association down through the 
thirty-eight years of its work has been consecrated 
to the betterment of hospital service not only in 
Canada and our own country but in other countries 
as well. It is not too much to say that the major de- 
velopment in our hospitals, in the care of the patient, 
in the planning of our modern hospitals, improve- 
ment in equipment, in the promotion of medical re- 
search, and in the directing of the educational func- 
tion of our hospitals has been the accomplishment 
of the members of our Association working in har- 


mony and cooperation with other organizations in the 
medical and nursing field. 


The work of our institutions, and their progress 
is carefully evaluated at the Annual Conventions of 
the Association—the good emphasized and faulty 
or doubtful performances condemned. The wisdom 
of the many is placed at the disposal of the less ex- 
perienced hospital administrator; and the result 
through the years has been manifest in the seventy- 
five hundred hospitals that give good service to their 
patients throughout this continent. 

The Cleveland Convention brought together 4,000 
people, intimately, personally and materially inter- 
ested in hospitals. They came from the far reaches 
of the Canadian provinces to the most distant states 
of our own country. More than any previous Con- 


vention, the Cleveland meeting was what our Con- 
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ventions are intended to be, educational in purpose. 
It brought to those who attended, and will be passed 
on to those who were unavoidably absent, a new in- 
spiration in, and a greater love for the work they 
are doing. It helped our institutions, and our people 
will carry back to their own institutions, a wider 
knowledge and a renewed devotion to the care of 
the patient. They will apply to their every-day work 
the definition of hospital service, which the Honor- 
able Newton D. Baker described in his eloquent 
tribute to the American hospital in his address at the 


Annual Banquet, when he said: 


“They are the places where the sick are cared for, 
where pain is relieved, where the human element is 
introduced in the tenderest and most considerate 
sort of fashion, where the sick are surrounded with 
amiable and delightful association and pleasant en- 
vironments; but more than that, they are the great 
research institutions of the medical profession, and 
I hope that they will long remain in large part pri- 
vate hospitals, supported by the benevolence of the 
many, guided and directed by the intelligence, the 


highest intelligence, of the medical profession. 


“And that is what they have hitherto done in the 
way of prolonging human life, relieving these dis- 
abilities which make life a miserable struggle and 
enabling those who are burdened by physical dis- 
abilities and agonies of one sort and another, to re- 
sume their place joyfully in the march of their fellow 
citizens, and share in the public life of the coun- 
try. I hope that what they have in the past been 
able to do is only an example of what they may be 
able to do in the future, and when you have another 
reunion of this Association I hope a new high water 
mark will have been set and the American Hospital 
Association will feel that some grateful person 


ought to put fresh laurels on its brow.” 





Team-Work 


The successful organization, whether a manufac- 
turing plant, a commercial concern, a political party, 
or a hospital, owes its progress and security to the 
close cooperation of the individuals who compose it. 
They work for the institution, not for the glory and 
exploitation of any one of them, but for the associa- 
tion of which they are a part. They realize that as 
their institution succeeds, the personnel of its organi- 
zation individually and collectively will benefit. 


Hospital organizations are composed of men and 
women of different professions and vocations, med- 
ical men, nurses, dentists, administrators, business 
men and frequently members of the clergy. They 
are often individualists of the pronounced type, with 
widely divergent points of view, and with widened 
fields of interest and professional activity. What- 
ever their individual interest or pursuits may be, they 
are united in the common purpose with the single 
objective of giving the best possible service to the 
patient in their care. They often lose their individual- 
ism, submerge their personality and join both in a 
united effort in their service to the sick. 


The history of our hospitals, the great institutions 
that have earned and retain the moral and material 
support of their communities, is the history of col- 
lective team-work of their medical and nursing staff 
and administrative personnel, rather than the indi- 
vidual accomplishments of any one of them. 


The successful administrator develops just this 
sort of unified effort in his hospital. He exemplifies 
it in his own relations with his staff, the patients in 
his wards, and the public. 


Through the team-work which he develops, those 
who are associated with him succeed, and the care 
the patient receives from every member of his or- 
ganization becomes a more efficient care. He, more 
than anyone, knows that 

“It is not the individual or the army as a whole, 


But the everlasting team-work of every bloemin’ 
soul.” 


Hospital Service Plans 


The development of hospital service plans in 
metropolitan centers and in many rural areas is one 
of the finest developments of our hospital system. 
With the main objective of placing a widely distrib- 
uted hospital service, available to people of modest 
means, with the costs so distributed that everyone 
can meet them without financial disaster, these plans 
now cover more than one-half million people, and 
the enrollment is constantly increasing. 


More significant than the numerical growth in 
hospital service is the fact that every person who 
has had hospital care under the service plans has 
received the best of care, and every claim for hos- 
pital service has been promptly paid. There is no 
instance of default of payment for service rendered, 
no instance of indifferent or unsatisfactory hospital 
service, where group hospitalization has been prop- 
erly organized and is properly administered. The 
rapid growth in the number of communities which 
are instituting group hospitalization, as well as the 
remarkable increase in numerical growth, is due di- 
rectly to the character of the service rendered the 
beneficiary in the hospital, and his relief from meet- 
ing hospital charges. 


The hospitals benefit by an increased use of their 
facilities by revenue producing patients. Their in- 
come has increased with thei: bed occupancy. 


Every group hospitalization plan has been sound 
from an actuarial basis. They have discharged their 
responsibilities to their beneficiaries, and they are 
growing in popular esteem. 


The American Hospital Association, after careful 
study, proposed group hospitalization as a sound 
plan for the distribution of hospital care at con- 
venient cost level, through distributed payments. 
This was five years ago. Its program for the future 
commits the Association to a closer study of actuarial 
data in relation to the operation of hospital service 
plans and their development in communities, metro- 
politan and rural, where they are not now in opera- 
tion. This to the end that hospital service may be 
available to the largest possible number of our 
people, at costs which they can easily arrange to 
meet, and without their being compelled to accept 
charity. 


International Hospital 
Relations 


Hospital service and hospital interests know no 


geographical boundaries. Hospital organizations, 
wherever located, serve the entire hospital field as 
well as their own membership. The American Hos- 
pital Association, with its Canadian and United 
States membership, is the oldest existing organiza- 
tion of its kind. As an association we are interested 
in hospital progress the world over. We want to 
receive and apply to our own institutions the best 
in hospital practice of other countries and other 
hospital associations. In return we want to help, 
in every way possible, our colleagues in other coun- 
tries, and give of our experience and our counsel to 
them. 
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In 1937, the International Hospital Association 
will hold its Biennial Conference in Paris. The 
American Hospital Association has extended an in- 
vitation to the International to hold its 1939 Con- 
ference in America. It will then be ten years since 
the International Association was organized in At- 
lantic City. It has made ten years of progress and 
is now doing, for hospitals all over the world, a 
service similar to what our hospital associations are 
doing for the United States and Canada. 


Our friendly relations should be much more than 
a gesture of international good-will. We should 
enter into their activities with the purpose of being 
helpful, and in return of receiving their help. Both 
will be worth while. 


Three major places on the program of the Paris 
conference have been allotted to hospital people of 
the United States and Canada. 


Dr. MacEachern’s Committee on International 
Hospital Relations has accomplished a great deal in 
the past year, and the work of the committee will 
continue through 1937. 


As an association and through his committee, our 
association should : 


1. Renew our invitation to the International As- 
sociation to meet in North America in 1939. 


Encourage an increased representation from 
America at the Paris conference. 


Participate in the program of the Paris con- 
ference and accept the allotment of subjects 
made by President Alter. 


Promote international good-will between our 
respective associations, and develop an ex- 
change of hospital study and research. 


We do not have to depart far from our purpose 
of serving the sick when in this disordered world 
we serve humanity. No one can foretell on what 
early day our hospitals and the men and women who 
staff them may be called upon to render immediate 
service to the people of some country less fortunate 
than our own. We can render our service better, 
when it may be needed, if we know and understand 
our colleagues across the sea. 


The Education of the Hospital 
Administrator 


We hear much of the education of the lawyer, 
the doctor, and the nurse, but little of the educa- 
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tion of the men or women who are to be the admin- 
istrators of our hospitals. It is surprising that the 
experienced business men and women who are rep- 
resented on Hospital Boards of Trustees have oc- 
casionally selected superintendents to administer 
their institutions with less concern than they would 
select the managers of some of the departments of 
their business organizations. 


The administrator of the average-sized hospital 
is entrusted with the responsibility of managing, 
under the Board of Trustees, real and personal 
property to the value of $1,000,000. He employs, 
by and with the approval of the Board, an average 
of one hundred and sixty-five salaried members of 
his organization. He directs the care, with the ex- 
ception of the professional care, of an average of 
one hundred patients each day. He supervises the 
expenditure of $200,000 each year. Through his 
management he provides in operating revenue $140,- 
000 of this amount. He must have an intimate 
knowledge of the hospital plant and its mechanical, 
diagnostic, and therapeutic equipment. He is 
charged with the good conduct of his hospital, and 
must make it succeed, not only from a business 
standpoint, but from the standpoint of its value to 
the community as well. 


He must meet and understand the members of 
the staff, the public who visit the hospital, and the 
patient for whose care and comfort he is largely 
responsible. 


To successfully discharge all these and the many 
other responsibilities of his position is an education 
in itself. An ill-informed and inexperienced man 
or woman would be a failure, and the hospital would 
fail. 


Hospital administrators must be educated in their 
profession, trained to assume the responsibilities of 
their position. The plight of many institutions can 
be charged to the inexperience and lack of the 
proper education of their administrators. Universi- 
ties and colleges are beginning to give earnest con- 
sideration to the inclusion of hospital administration 
as a college or university course. The College of 
Hospital Administrators is making the training of 
the hospital administrators one of its major objec- 
tives, and in this work the full cooperation of the 
American Hospital Association is assured. 

And this is as it should be, for with better edu- 
cated, better trained administrators, we will have 
better hospitals, and our patients will benefit 


thereby. 





Hospitals and Workmen’s Compensation 
JOHN E. RANSOM 


Assistant Director, Johns Hopkins Hospital, Member of Committee on Workmen’s Compensation 
and Liability Insurance of the American Hospital Association 


ee OF THE FORTY-EIGHT STATES have 


Workmen’s Compensation Laws which tend to de- 
fine and fix the liability of certain classes of employ- 
ers in relation to injuries sustained in line of duty 
by their employees. The two states which have 
no Workmen’s Compensation Laws are Arkansas and 
Mississippi. 

These laws, although similar in purpose and con- 
tent, vary considerably in the extent to which they 
cover the general field of industrial hazards, in the 
amounts of compensation granted injured workmen, 
in the period for which compensation is allowed, and 
in the extent to which they cover other losses than 
lost wages. 


Incidental to disabling injuries and illness are the 
costs of medical, surgical, and hospita! care. All the 
states make some allowance to cover in part at least 
these costs in addition to providing compensation to 
cover partly the loss of wages. 


In order to learn what provisions are made in the 
various states for the reimbursement of hospitals 
for the expense they incur in caring for injured in- 
dustrial employees, inquiry was made of all the in- 
dustrial commissions and of hospital executives in 
most of the states. From this inquiry it was learned 
what states fix the rates that hospitals may charge 
for this service and what these rates are. In those 
states in which rates are not fixed, hospital superin- 
tendents gave information as to what rates they are 
able to charge and collect. This inquiry was made by 
the writer as a member of the American Hospital 
Association Committee on Workmen’s Compensation 
and Liability Insurance. 


We believe that the chief value of the data we 
present will be to acquaint hospitals with what the 
provisions are in other states than their own and 
perhaps to form a basis on which state and regional 
hospital associations may work to obtain more favor- 
able legislation or regulation of rates by their several 
Industrial Commissions. 


The chief results of our study are given in a table 
which is made a part of this report. This table sets 


forth the following data: 


1. The maximum period for which charges 
may be made for medical and hospital care 


2. The maximum amount allowed for medical 
and hospital care 


3. Whether or not hospital charges are fixed 
by law or Industrial Commission regulation 


4. The per diem rate allowed in those states 
in which hospital charges are fixed 


5. Whether or not hospitals may charge for 
extras in addition to the per diem charge 


6. The states in which Workmen’s Compensa- 
tion Laws cover: occupational diseases either 
partially or in toto. 


In addition to this we have endeavored to set forth 
in very brief statement how hospitals fare in those 
states in which rates. are not fixed.’ 


Maximum Period 


Twenty states and the District of Columbia do 
not limit the period of disability during which an 
employer or his insurance carrier is obligated to pay 
for medical and hospital care. 


In the twenty-six states in which such period is 
limited the range is from two weeks in Massachusetts 
and Vermont to six months in Montana. However, 
in most states the limitation applies only in ordinary 
cases and has been established, no doubt, for the pur- 
pose of protecting employers and insurance com- 
panies from exploitation. 


Most of the Commissions have authority to ex- 
tend the period in individual cases but in some states 
they lack the authority to grant such extension. 


Limitation of Liability 


Twenty-two states and the District of Columbia 
do not limit the amount for which the employer or 
his insurance company is liable for medical and hos- 
pital care. 


In the twenty-four states in which maximum liabil- 
ity is fixed, the range is from $100 in Georgia, lowa, 
Maine, Kentucky, New Jersey, Oklahoma, and Penn- 
sylvania to $800 in West Virginia. Here again, in 
many of these states the Commissions have authority 
to raise this limit in exceptional cases; but not all 
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Commissions have such authority. In Georgia, for 
example, the Workmen’s Compensation Act limits 
the liability of the employer to $100 for both med- 
ical and hospital care and gives the Commission no 
authority to grant a larger sum in exceptional cases. 
Such a limitation works to the advantage of the 
employer and the insurance company but is obvi- 
ously unfair to the physician, the hospital, and the 
injured workman in certain instances. 


In most of the states in which the amount is 
limited, the sum specified is to cover both medical 
and hospital expense. In a few states either the law 
or the regulations of the Commission fix the limit 
for medical expenses and hospital expenses separate- 
ly. For example, in Colorado there is a $500 limit 
for both, but the maximum surgical fee is $150. 
South Dakota and Tennessee specify $100 for medi- 
cal care and $100 for hospital care. Vermont speci- 
fies $50 for medical care and $150 for hospital 
‘services. 


Fixed Charges 


In sixteen states hospital charges are fixed by the 
respective Commissions. In some other states there 
are schedules of fees for physicians and charges for 
hospitals which have been worked out by the Com- 
missions and representatives of the medical profes- 
sion and the hospitals. These schedules are used but 
they have no legal or official standing. 


In New York and Pennsylvania work is being 
done along these lines by groups representing the 
interested parties. 


In many states which have no fee schedules, the 
laws stipulate that ‘the rates which hospitals may 
charge for compensation cases must be in conformity 
with the usual charges in their respective communi- 
ties. This is usually interpreted as meaning that 
hospitals may charge their ward rates and make such 
other charges for extras as would be charged a regu- 
lar ward patient. Some states allow private or semi- 
private rates in exceptional cases. 


In those states in which hospital charges are fixed 
by the Commissions, the rates allowed vary from 
$18.00 a week in Oregon to $6.00 a day in Ohio. The 
Ohio rate, however, is all-inclusive, in that no extra 
charges for x-rays, operating room, and so forth are 
allowed, and furthermore, in Ohio, hospitals may not 
charge more than their average per diem costs as of 
the previous year. Some of the sixteen states stipu- 
late both ward and private room maximum rates. In 
practically all of the states exclusive of Ohio, extras 
such as x-rays, operating room, prosthetic appliances, 
and so forth, may be charged. 


In those states that have adopted fee schedules, 


October, 1936 


the fees allowed for x-rays and operating room are 
fixed. 


Occupational Diseases 


Six states and the District of Columbia include all 
occupational diseases with accidents as _ being 
compensable, and seven other states include certain 
specified’ occupational diseases. In these states, hos- 
pitals caring for such patients may make the same 
charges as for patients suffering accidental injuries. 


Comments from Hospital Executives in States in 
Which Hospital Charges Are Not Fixed 


ALABAMA 


In commenting on the $100 limit for medical 
and hospital care, one hospital superintendent 
says: 


“Thus far we have lost very little, but it is 
owing to watchful care to get the patient out be- 
fore he has taken up his compensation of $100. 
Much attention has been paid toward trying to 
get the matter before our legislature, but even 
the recent laws have not helped hospitals to get 
anywhere in regard to Workmen's Compensation.” 


CALIFORNIA 


The State Industrial Accident Commission 
says: 


“In the average case, ward service is computed 
to be ‘reasonable care’; however, in very serious 
or mental cases private room service is allowed. 
We accept the regular rate of the hospital; how- 
ever, most hospitals have an industrial rate that is 
a little cheaper.” 


One hospital superintendent reports that they 
collect $4.00 a day, which includes ordinary drugs 
and dressings. Extras are charged for in accord- 
ance with a fee schedule of the State Compensa- 
tion Insurance Fund. 


DELAWARE 


The Industrial Accident Board reports that hos- 
pitals charge ward rates ranging from $3.00 to 
$4.00 per day. These charges cover the usual 
care given to ward patients. 


FLORIDA 


The Florida Workmen’s Compensation Act 
stipulates that all fees and other charges for med- 
ical and hospital care shall be limited to such 
charges as prevail in the same community for sim- 





State 


Alabama 
Arizona 


California 
Colorado 


Connecticut 
Delaware 


District of Columbia. . 


Florida 
Georgia 


Illinois 
Indiana 


Kentucky 
Louisiana 
Maine 
Maryland 
Massachusetts 
Michigan 
Minnesota 
Mississippi 
Missouri 
Montana 
Nebraska 
Nevada 


New Hampshire 
New Jersey 
New Mexico 
New York 


Oklahoma 
Oregon 
Pennsylvania 
Rhode Island 
South Carolina 
Soutii Dakota 


Tennessee 


Virginia 
Washington 
West Virginia 
Wisconsin 
Wyoming 


Table 


Maximum 
period for 
which hospital 
care may be 
charged 


Are Hospital 
charges 
fixed by 

Commission? 


Maximum 
allowance 
for medical and 
hospital care 


Extras 
Allowed 


Rate 
Allowed 


SO GES s5 85 Not limited 


No Workmen’s Compensation Law 
Not limited... . Not limited 
4 months $500 maximum 
Surg. fee, $150 
Not limited... . Not limited 


Not limited....Not limited 
Not limited.... Not limited 


Not limited... . Not limited 
Not limited.... Not limited 
TOG 6 o'6x's 05 Not limited 


Not limited.... 


Not limited.... 
2. Weeks: cess Not limited 
ie. epee Not limited 
Not limited. ... Not limited 
No Workmen's Compensation Law 


KT eee Not limited 
Not limited....$ 
Not limited.... 
Not limited.... 
10 weeks 


Jot limited 
Not limited -- + $4 max. ward . 
$5 max. pr. rm. 
- + $20 wk. ward.... 
$30 wk. pr. rm. 
-$6 max. All....] 


inclusive 


Not limited 
Not limited 


GOGayS 5 eves 
Not limited... .‘ 


Not limited 
10 weeks...... Not limited 
Not limited....$100 medical 
$100 hospital 
SO days» ooo $100 medical 
3100 hospital 
4 MOCKS 6 ase Not limited 
Not limited.... 
oS | Rey $50 medical 
$150 hospital 
ee Not limited 
Not limited... . Not limited 


. » + $25 wk. max-. 
imum 


-- $18 wk. ward. 
re wk. pr. rm. 
Not limited....$ 
Not limited 
Not limited... . $300 .. $18 wk. wtnath: 


$25 wk. pr. rm. 


Occupa- 
tional 
disease 
coverage 
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ilar treatment of injured persons of like standards 
of living. 


GEORGIA 


In this state the limit is $100 for both hospital 
and doctor. The hospitals have found that this 
limit produces serious loss for them. Some in- 
surance companies have been fair enough to pay 
more than the law requires. 


Efforts of the Georgia Hospital Association to 
secure an amendment to the Workmen’s Compen- 
sation Laws which would raise the limit for hos- 
pital care have been unsuccessful. 


IDAHO 


A rate of $3.50 per day obtains generally in this 
State. 


ILLINOIS 


The rate varies from $3.00 to $4.00 per day in 
Chicago, and from $2.00 to $3.00 down state. 


INDIANA 


$3.00 to $3.50 per day for ward care and $5.00 
for private foom care. 


Iowa 


The Iowa Industrial Commissioner reports that 
the usual charges are from $3.00 to $3.50 for ward 
service and $4.50 to $5.50 for private room care. 


In one hospital all patients admitted under the 
Compensation Act are handled in the same way 
as the ordinary ward patients in that the hospital 
insists upon a guarantee from the patient, a rela- 
tive, or in some cases, an employer. In this way 
the hospital is protected in payment of the ac- 
count in case the total cost of the patient’s care 
exceeds the limit set by the Compensation Act. 


KANSAS 


In this state a fee schedule based on recom- 
mendations of the State Medical Society is used. 
It does not, however, fix the per diem rate for 
hospital care. In some Kansas hospitals $3.00 a 
day is charged for ward care of compensation pa- 
tients. 


KENTUCKY 


One hospital superintendent reports that they 
usually charge the ward rate and such extra items 


as a ward patient would ordinarily pay for. Or- 
dinarily the sum of $200, which is the maximum 
allowed under the law for both medical and hos- 
pital care, covers the hospital bill and the medical 
fee. 


Another superintendent says this amount 
($200) seldom takes care of service rendered 
either by the doctor or the hospital, but the amount 
is pro rated. 


MAINE 


One hospital superintendent reports that $3.00 
a day is usually charged, and that this, together 
with charges for extras, covers about two-thirds 
of the actual cost to the hospital. 


Another superintendent says the Commission 
authorizes the payment of full hospital charges 
based on regular ward rates. 


MASSACHUSETTS 


The Industrial Accident Board allows $24.00 a 
week for ward care. 


MICHIGAN 


One Detroit hospital executive says that: 


“At the present rate of $4.00 per day plus all - 
extras, the cost of ward service is closely approxi- 
mated.”’ 


MIssourRI 


A St. Louis hospital superintendent says that 
the fees charged by hospitals in Missouri vary 
from $2.00 a day to $5.00 a day for private room. 
The ward rate in his hospital is $3.25 a day, while 
per capita cost is about $6.00 a day. His hospital 
has been able to collect as high as $5.00 a day for 
care of compensation cases. 


He says: “Many hospitals do not seem to worry 
about the fact that the charges made by the hos: 
pital do not in any way approximate the cost of 
the service rendered.” 


Another Missouri hospital charges ward rates 
of $2.50 to $3.00 per day. 


New HAMPSHIRE 


One hospital superintendent reports that. they 
charge their semi-private hospital rate, which is 
$22.00 per week. Their actual per capita cost is 
$31.15 per week. 





New JERSEY 


One hospital superintendent reports that in his 
county a rate of $4.50 per day plus extras has 
been worked out and that this about covers the 
cost. 


New Mexico 


A hospital superintendent says: 


“The fees charged for ward cases do not cover 
the cost to the hospital.” 


NEw York 


Many hospitals in New York City and lower 
New York charge $5.50 per day; extras being 
charged for at semi-private rates. 


A Buffalo hospital reports that they charge 
$4.50 per day plus extras. 


OKLAHOMA 


Hospitals in this state charge from $15.00 to 
$21.00 per week for the care of compensation pa- 
tients. 


PENNSYLVANIA 


Prevailing ward rates usually obtain. 


TENNESSEE 
A hospital superintendent writes: 


“We usually admit compensation cases as semi- 
private patients at the rate of $4.50 per day. This 
rate obtains until the maximum allowance under 
the law is reached, after which time we attempt 
to collect from the patient, and when unable to 
do so, we transfer the patient to ward service.” 


Another Tennessee hospital superintendent says 
that the Compensation Laws in his state are abom- 
inable ; the fees allowed for both hospital care and 
surgical service being entirely inadequate. At- 
tempts to amend the law in this particular have 
been unsuccessful. 


Compensation patients are admitted at regular 
ward rates, which in many instances is $3.00 per 
day. 


VERMONT 


A hospital superintendent reports that they col- 
lect $3.50 per day, which is their semi-private rate 
and practically the cost of the care. 


Other hospitals charge from $2.50 to $3.50 per 
day. 


WISCONSIN 


Rates vary from $3.25 to $3.50 per day. 


Conclusion 


It appears that in most states hospitals charge 
and collect their public ward rates plus extra fees 
for x-ray examinations, operating room, appliances, 
etc. In one state, Ohio, a hospital is allowed a rate 
which is its average per diem cost for the previous 
year but not in excess of $6.00 per day and may not 
charge for extras. Further study will be necessary 
to determine whether or not some such all-inclusive 
rate is better for hospitals than a lower ward rate 
plus extras. 


In some states the maximum allowance for med- 
ical and hospital services is so low that hospitals 
cannot help but lose in caring for seriously injured 
patients. Limitation of liability for medical and 
hospital care to either a fixed period of time or a 
fixed sum of money may be a means of protecting 
employers and insurance companies from exploita- 
tion, but it is obviously unfair to the doctor and the 
hospital. Seriously injured industrial workers may 
require medical and hospital care fora longer period 
than that fixed by law or commission ruling, involv- 
ing expense for treatment in excess of the fixed 
maximum of liability. There is no logical reason 
why the cost of this extra care should fall on the 
hospital. However, that is where it must fall in 
such cases in those states in which liability is lim- 
ited and the industrial commissions are not author- 
ized by law to increase the maximum liability in 
exceptional cases. 


Compensation laws exist for the purpose, among 
others, of preventing an injured industrial employee 
from becoming an object of charity. Yet whatever 
part of the cost of caring for industrial accident 
patients as is borne by hospitals can only be classed 
as charity and must be met out of funds which the 
hospitals obtain for their charity work. 


The only remedy for this condition is amendment 
of workmen’s compensation laws and the modifica- 
tion of regulations established by industrial accident 
commissions. 


The industrial commissions of the several states 
and many hospital superintendents throughout the 
country have furnished information used in com- 
piling this report. To them the members of the 
Committee on Workmen’s Compensation and Lia- 
bility Insurance of the American Hospital Asso- 
ciation express their gratitude and appreciation. 


HOSPITALS 





The American College of Surgeons Will 
Present Excellent Program at 
Philadelphia, October 19-22 


C7... DETAILS OF THE PROGRAM of the 
Nineteenth Annual Hospital Standardization Con- 
ference is made for the first time in this issue of 
HOSPITALS. As announced in the August issue, 
the Conference will be held in Philadelphia, October 
19 to 23, at the time of the Twenty-Sixth Annual 
Clinical Congress of the American College of Sur- 
geons. Stressing the problems which are foremost 
in the minds of hospital people today, the Conference 
will present three days of discussions and demonstra- 
tions, and a full day devoted to a panel round table 
conference. 

In the Rose Garden of the Bellevue-Stratford 
Hotel, official headquarters for the Congress, the 
Hospital Standardization Conference will be opened 
by Donald C. Balfour, M.D., Rochester, President 
of the College, and Professor of Surgery, Univer- 
sity of Minnesota Medical School, presiding. Fol- 
lowing the introduction of guests, greetings from the 
International Hospital Association will be brought 
by Archibald Young, B.Sc., M.B., C.M., Glasgow, 
Regius Professor of Surgery, University of Glas- 
gow, and Visiting Surgeon of Western Infirmary. 
George Crile, M.D., Cleveland, Chairman of the 
Board of Regents of the American College of Sur- 
geons will describe “Another Year of Hospital 
Standardization — The 1936 Survey.” ‘Medical 
Science, Hospital Service, and The Patient” will be 
discussed by Bert W. Caldwell, M.D., Chicago, Ex- 
ecutive Secretary of the American Hospital Asso- 
ciation and Editor of HOSPITALS; and the Rev. 
Alphonse M. Schwitalla, S.J., St. Louis, President of 
the Catholic Hospital Association, will speak on ‘The 
Art and Science of Surgery.” 

Evidencing the increased interest on the part of 
surgeons in both the administrative and scientific 
aspects of hospital work will be the discussions by 
four men outstanding in medicine and surgery: 
“The Surgeon’s Interest in Hospital Organization, 
Management, and Its Many Problems” by Frank E. 
Adair, M.D., New York City, Executive Officer of 
the Memorial Hospital ; “The Emotional Element in 
Surgical Diseases” by James S. McLester, M.D., 
Birmingham, Professor of Medicine, University of 
Alabama School of Medicine, and Past President of 
the American Medical Association ; “Organization of 
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the Medical Service in an Approved Hospital” by 
George M. Piersol, M.D., Philadelphia, Professor 
of Medicine, University of Pennsylvania Graduate 
School of Medicine, and Past President of the Amer- 
ican College of Physicians; “Staff Conferences—the 
Keystone of Scientific Efficiency of the Hospital” 
by Ray K. Daily, M.D., Houston, Ophthalmologist, 
City and County, Memorial, and Methodist 
Hospitals. 


Claiming an important place on the hospital pro- 
gram this year will be a thorough study of obstetri- 
cal care, a subject which is being widely discussed 
in all parts of the world at the present time. Two 
afternoons will be devoted to this important subject 
—Monday afternoon in the Rose Garden of the 
3ellevue-Stratford Hotel the session will be pre- 
sided over by George W. Kosmak, M.D., New York 
City, Editor of the American Journal of Obstetrics 
and Gynecology, who, as chairman, will give the 
opening address. Four subjects will be presented as 
follows: The first, “Adequate Care of the Obstetri- 
cal Patient in the General Hospital,’’ will be dis- 
cussed (a) From the Standpoint of the Specialized 
Practice of Obstetrics by Charles C. Norris, M.D., 
Philadelphia; Professor of Obstetrics and Gynec- 
ology, and Director of Department, University of 
Pennsylvania School of Medicine, and Carl Bach- 
man, M.D., Philadelphia, Assistant Professor of 
Obstetrics and Gynecology, University of Pennsyl- 
vania School of Medicine; (b) From the Standpoint 
of the General Practice of Medicine, by Walter 
Brand, M.D., Toledo, Director of Obstetrics, 
Women’s and Children’s Hospital; (c) From the 
Standpoint of Analgesia and Anesthesia, by Edward 
L. Cornell, B.Sc., M.D., Chicago, Assistant Profes- 
sor of Obstetrics, Northwestern University Medical 
School, and member of staff, Chicago Lying-In Hos- 
pital; (d) From the Standpoint of Nursing Care by 
Clara M. Konrad, R.N., Jersey City, Assistant 
Superintendent and Directress of Nurses, Margaret 
Hague Maternity Hospital; (e) From the Stand- 
point of Administration by C. S. Woods, M.D., 
Cleveland, Superintendent, St. Luke’s Hospital. 
John R. Fraser, M.D., Montreal, Professor of Ob- 
stetrics and Gynecology, McGill University Faculty 
of Medicine, will speak on “The Control of Mor- 





bidities and Mortalities” ; George W. Kosmak, M.D., 
will discuss “Graduate Training for Obstetrics” ; and 
Fred L. Adair, M.D., Chicago, Professor of Obstet- 
rics and Gynecology, University. of Chicago, will 
explain the work of the Committee on Maternal 
Welfare. 


A complete demonstration of Maternal Care, 
Obstetrical Technique and Procedures -will be con- 
ducted at the Pennsylvania Hospital on Tuesday 
afternoon, October 20, from two to five o’clock, by 
Norris W. Vaux, M.D., Obstetrician and Gynecolo- 
gist-in-Chief of the Pennsylvania Hospital. Nine 
demonstrations will be shown by the obstetrical staff : 
Prenatal Care by J. Vernon Ellson, M.D., Obstetri- 
cian and Gynecologist to the Hospital and Chief of 
Out-patient Clinic, assisted by Florence E. Schwerd- 
tle, Supervisor, Social Service Department ; Admis- 
sion of Patient and Assignment to Accommodation 
by Wallace B. Bradford, M.D., Resident Obstetri- 
cian; Preparation of Patient for Labor by Robert M. 
Shirey, M.D., Assistant Obstetrician and Gynecolo- 
gist; Observation of Patient in Labor by Ross B. 
Wilson, M.D., Assistant Obstetrician and Gynecolo- 
gist, assisted by Alvina Kuhnau, R.N., Supervisor 
of Labor Room; Delivery Room Setup, Obstetrical 
Technique and Procedures by Norris W. Vaux, 
M.D.; Care of the Patient Immediately Postpartum 
by Clifford B. Lull, M.D., Chief of Obstetrical and 
Gynecological Service A; Care of the Patient 
Throughout Puerperium While in the Hospital by 
Robert A. Kimbrough, M.D., Chief of Obstetrical 
and Gynecological Service B; Follow-up and End 
Results by F. Sidney Dunne, M.D., Obstetrician and 
Gynecologist to the Hospital and Chief of Out- 
patient Clinic; Care of the Newborn by Ralph M. 
Tyson, M.D., Pediatrist to the Hospital and Chief 
of Out-patient Clinic, assisted by Genevieve Allison, 
R.N., Head Nurse, Ward Nursery, Service B. 


To clarify many of the problems dealing with 
hospital efficiency will be the objective of the ses- 
sions on Tuesday morning and evening, October 20, 


at the Bellevue-Stratford Hotel. C. W. Munger, 
M.D., Valhalla, New York, Director, Grasslands 
Hospital, and President of the American Hospital 
Association, will preside at the morning session. 
“What the Approved Hospital Means to the Small 
Community” will be related by William C. Tenery, 
M.D., Waxahachie, Chief Surgeon, Waxahachie 
Sanitarium ; H. L. Scammell, M.D., Assistant Medi- 
cal Superintendent, Victoria General Hospital, will 
discuss “The Cancer Patient and the General Hos- 
pital”; the subject assigned Harold L. Foss, M.D., 
Danville, Pennsylvania, Surgeon-in-Chief of the 
George F. Geisinger Memorial Hospital, is “The 
Medical Fifth Year”; L. F. Anderson, M.D., Buf- 
falo, Attending Anesthetist at Millard Fillmore, 


Emergency, and Lafayette Hospitals, will talk on 
“Anesthesia—A Professional and Economic Prob- 
lem.” Ruth M. Kahn, B.S., St. Louis, Chief of 
Food Service, Washington University Medical 
School, will answer the question, “Does the Surgical 
Patient Need Dietary Direction?’ ‘Medical Social 
Problems of the Surgical Patient” will be discussed 
by Lena R. Waters, Philadelphia, Director of Social 
Service, Hospital of the University of Pennsylvania. 
“Adequacy of Nursing Care of the Patient’’ will be 
the subject of an address by Katherine Densford, 
R.N., Minneapolis, Director of the School of Nurs- 
ing, University of Minnesota. This session will be 
closed with a general discussion. 


At the special session for hospital trustees and 
others, to be held Tuesday evening in the Oak Room 
of the Bellevue-Stratford Hotel, Thomas Conway, 
Jr., Ph.D., Philadelphia, President of the Board of 
Trustees, Delaware County Hospital, and Chairman 
of the Hospital Council of Philadelphia, will pre- 
side. Newton E. Davis, D.D., Columbus, Ohio, 
Corresponding Secretary of the Board of Hospitals, 
Homes, and Deaconess Work of the Methodist 
Episcopal Church, will speak on the “Preservation 
of the Voluntary Hospital”; William H. Walsh, 
M.D., Chicago, Hospital Consultant, will discuss 
the “Extent of the Trustee’s Moral and Legal 
Obligation in the Care of the Patient’; Lewis I. 
Matthews, Philadelphia, President of the Board of 
Trustees, St. Luke’s and Children’s Hospital, will 
answer the question, “How Shall the Hospital Trus- 
tee Acquire the Necessary Knowledge to Properly 
Discharge His Responsibility?”, and Charles F. 
Neergaard, New York City, Hospital Consultant, 
will discuss Mr. Matthews’ paper. “Public Relations 
from the Viewpoint of the Hospital Trustee’’ will 
be discussed by Ingersoll Bowditch, Boston, Treas- 
urer of the Board of Trustees, Faulkner Hospital, 
who will be followed by Fred G. Carter, M.D., Cin- 
cinnati, Superintendent of The Christ Hospital, and 
Past President, American College of Hospital Ad- 
ministrators, speaking on “Adequate Preparation 
and Qualifications for Hospital Administrators.” 
Allan Craig, M.D., Torrington, Connecticut, Direc- 
tor, Charlotte Hungerford Hospital, will lead the 
general discussion at this session. 


Portraying the activities of an approved hospital, 
and telling an important hospital story in a dramatic 


. fashion, is the sound motion picture “Good Hospital 


Care,’ which will conclude the Tuesday evening 
session. 

One of the most widely discussed problems in 
hospitals today is that of medical records. Because 
of the importance of the subject an entire day will 
be devoted to discussion of medical records. On 
Wednesday morning, October 21, in the North 
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Garden of the Bellevue-Stratford Hotel, R. C. 
Buerki, M.D., Madison, Superintendent, State of 
Wisconsin General Hospital, and immediate Past 
President of the American Hospital Association, will 
preside over a joint session of the College with the 
Association of Record Librarians of North America. 
George Baehr, M.D., New York City, Chairman of 
the Executive Committee, National Conference on 
Nomenclature of Disease, will prove “The Necessity 
for a High Standard of Diagnostic Accuracy in all 
Hospitals.” “The Scientific Value of Records and 
the Proper Classification of Diseases” will be dis- 
cussed from the following viewpoints: (a) “The 
Urologist” by Montague L. Boyd, M._D., Atlanta, 
Professor of Urology, Emory University School of 
Medicine; (b) “The Pathologist” by Jefferson H. 
Clark, M.D., Philadelphia, Chief of Laboratories, 
Philadelphia General Hospital; (c) “The Oto- 
Laryngologist” by Hugh Gibson Beatty, M.D., 
Columbus, Professor of Oto-Laryngology, Ohio 
State University College of Medicine; (d) “The 
Cardiologist” by H. K. Mohler, M.D., Philadelphia, 
Medical Director, Jefferson Medical College Hos- 
pital; (e) “The Obstetrician” by W. Benson Harer, 
M.D., Philadelphia, Instructor of Obstetrics, Uni- 
versity of Pennsylvania School of Medicine and 
Graduate School of Medicine. The general discus- 
sion will be conducted by Donald C. Smelzer, M.D.., 


Philadelphia, Director, Graduate Hospital of the 
University of Pennsylvania. 


Particularly novel and enlightening will be a com- 
plete dramatization of Medical Records Work in 
the Hospital, conducted by the Medical Record 
Librarians of Philadelphia, in the Auditorium of St. 
Joseph’s Hospital, Wednesday afternoon, under the 
chairmanship of Anna C. Schulze, Medical Records 
Librarian, Pennsylvania Hospital, presenting the 
following phases : “A Modern Medical Record Room 
in Action” by Nellie S. McBerty, Records Librarian, 
Jefferson Hospital; “Securing Medical Records in 
Various Ways” by Elizabeth Weaver, Records 
Librarian, Lankenau Hospital; “Appraising Medi- 
cal Records” by Gwendolyn C. Franklyn, Records 
Librarian, Bryn Mawr Hospital; “Using Medical 
Records” by Margaret Casey, Records Librarian, 
Stetson Hospital ; ‘Composite Character of Medical 
Records” by Anne Holdcraft, Records Librarian, 
Presbyterian Hospital. The session will close with a 


demonstration of a Medical Records Conference on ~ 


“Developing a Medical Records Consciousness 
Throughout the Hospital,’ conducted by Joseph C. 
Doane, M.D., Philadelphia, Medical Director of The 
Jewish Hospital. 

Thursday, October 22, will be given over entirely 
to a Panel Round Table Conference on “The Care of 
the Patient,” conducted by Robert Jolly, Superin- 


October, 1936 


tendent, Memorial Hospital, Houston; R. C. Buerki, 
M.D., Madison, and Malcolm T. MacEachern, M.D., 
Associate Director, American College of Surgeons, 
Chicago. The discussion on each topic will be opened 
and guided by the designated speaker, and will be 
based on four carefully selected questions. Follow- 
ing are the subjects for discussion : “Administration” 
by Lewis N. Clark, Philadelphia, Managing Direc- 
tor, Germantown Dispensary and Hospital; “Gov- 
ernment of Hospital” by Hon. Fred B. Gernerd, 
Allentown, President, Board of Trustees, Allentown 
Hospital ; “Hospital Auxiliaries” by Mrs. William J. 
Clothier, Philadelphia, Member, Board of Trustees, 
Graduate Hospital of the University of Pennsyl- 
vania; “Medical Staff Organization” by S. G. 
Davidson, New Haven, Superintendent, Grace Hos- 
pital ; “Medical Staff Conferences” by H. L. Scam- 
mell, M.D., Halifax, Assistant Medical Superintend- 
ent, Victoria General Hospital; “Medical Records” 
by E. W..Williamson, M.D., Chicago, Assistant Di- 
rector of Hospital Activities, American College of 
Surgeons; “Clinical Laboratory Service” by Frank 
B. Lynch, Jr., M.D., Philadelphia, Director of 
Pathology, Germantown Dispensary and Hospital ; 
“X-ray Service” by W. E. Chamberlain, M.D.. 
Philadelphia, Director, Department of Radiology, 
Temple University Hospital; “Occupational Ther- 
apy” by Helen S. Willard, Philadelphia, Director, 
Philadelphia School of Occupational Therapy; 
“Oxygen Therapy” by Leon H. Collins, Jr., M.D., 
Philadelphia, Director, Department of Oxygen 
Therapy, Hospital of the University of Pennsyl- 
vania: “Anesthesia” by Hilda R. Salomon, R.N., 
Philadelphia, President, National Association of 
Nurse Anesthetists ; “Pharmacy Service” by Wilmer 
Krusen, M.D., Philadelphia, President, Philadelphia 
College of Pharmacy and Science; “Medical Social 
Service” by Alice F. Swift, Philadelphia, Director, 
Social Service Department, Germantown Dispensary 
and Hospital; “Food Service” by Helen E. Gilson, 
Philadelphia, Director, Dietary Department, Penn- 
sylvania Hospital; “Nursing Service” by C. Ruth 
Bower, R.N., Philadelphia, Professor of Nursing 
Education, University of Pennsylvania; “Business 
Methods” by Fred W. Heffinger, Trenton, Super- 
intendent, Mercer Hospital ; “Purchasing” by James 
E. Shipley, Philadelphia, Purchasing Agent, Ger- 
mantown Dispensary and Hospital ; “Central Supply 
Service” by Elizabeth Burns, R.N., Philadelphia, in 
Charge of Central Dressing Room, Misericordia 
Hospital; “Housekeeping” by Doris L. Dungan, 
Camden, National Director, National Executive 
Housekeepers’ Association ; “Laundry” by Henry R. 
Rudloff, Philadelphia, President, Institutional Laun- 
drymen’s Association of Philadelphia and Vicinity ; 





“Engineering” by Robert W. Given, Philadelphia, 
Chief Engineer, Mount Sinai Hospital; ‘“Mainte- 
nance” by Harry W. Benjamin, Philadelphia, Asso- 
ciate Superintendent, Mount Sinai Hospital ; “Hos- 
pital Libraries” by Perrie Jones, St. Paul, Super- 
visor of Institutional Libraries, Department of Pub- 
lic Institutions ; “Public Relations” by M. H. Eichen- 


laub, Pittsburgh, Superintendent, Western Pennsyl- 
vania Hospital. 

On Friday, October 23, an opportunity will be 
afforded the hospital delegates to visit Philadelphia 
hospitals. Special information concerning the in- 
teresting features of each institution will be 
disseminated. 








The Management of Municipal Hospitals 


R. C. WOODARD, M.D. 


Superintendent, Jackson Memorial Hospital, Miami, Florida 


I AM NOT PRIMARILY a hospital administrator. 
I am a physician who has devoted thirty years of 
his life in the active practice of his profession. My 
hospital administrative experience previous to be- 
coming the director of the Jackson Memorial Hos- 
pital consisted in operating my own hospital in a 
small city in Georgia and in establishing a private 
institution of some fifty beds in Miami. 


When I was asked by the Mayor of Miami to 
accept the superintendency of the Jackson Memo- 
rial, the municipal hospital of this city, I declined 
for the reasons of lack of experience, and insuff- 
cient salary attached to the position, and a reluc- 
tance to assume the responsibilities of directing a 
large institution under municipal control. The 
mayor asked me to give his offer serious thought, 
and to accept. the appointment if I could see my 
way clearly to do so, as a matter of civic duty. 


On the first of the following November the off- 
cial appointment was received and was accepted. 
Upon being inducted into office, I asked the assist- 
ant superintendent, a capable and_ well-qualified 
woman who had held that position for seven years 
previous, to go ahead with the usual routine, and 
direct the work of the personnel until I became 
familiar with the operation of the hospital. I was 
very much disturbed when she advised me the fol- 
lowing morning that the rumor had preceded my 
coming into the hospital as superintendent, that 
every member of the organization including herself 
would be replaced. She demonstrated her loyalty 
to the institution and the new superintendent by not 
discussing the subject with the personnel. This 
loyalty has continued from the beginning of my 
administration to this day. 


To meet this embarrassing situation a conference 
with the department heads was called. The rumor 
was discussed and I advised them that I was in no 
way responsible for it, but would lay down this 
general proposition. All that would be required of 
them was loyalty to the institution and to the ad- 
ministrator, and their best efforts to render efficient 
hospital service. With these conditions being ful- 
filled by them, their positions were permanent so 
far as I was concerned. After five years of ad- 
ministration of this institution all but three of these 
employees are with us today. One of them resigned 
because of illness of her father, and two were re- 
moved for sufficient cause. 


Because of the number and variety of patients, 
the relations with other municipal agencies and de- 
partments, the management of municipal hospitals 
presents many problems not faced in the average 
voluntary hospital. 


Our patients come from every social level, every 
color and creed and from every financial stratum, 
for our hospital receives private as’ well as part-pay 
and indigent patients. All must be cared for and 
treated, so that the pavient leaves the hospital as a 
satisfied customer. Our patients are: 


Colored, practically all of whom are indigent 


The white indigent class, many of whom have 
seen better days, but have been reduced to 
poverty 


The small wage-earner, and low-salaried class 
who are able to pay in part for their hospital 
care 
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The Administration Building 


Some of the most prominent people in the world, 
both socially and financially 


From this standpoint alene, we have many prob- 
lems to face, all different. 


Qualifications of Superintendent 


I would list the following qualifications of a su- 
perintendent of a large municipal hospital! with 
which list | am sure many will not agree: 


First: He should be a man of good medical 
training, not simply a man with a medical degree 
but this degree plus experience. (I do not mean 
by this statement that a layman cannot be a good 
superintendent, but I do mean that a good layman 
superintendent would be a better superintendent if 
he had had a medical training, as there is a medi- 
cal as we!l as a hospital side to many problems that 
arise in hospital administration.) A man _ thus 
trained can go through his charity wards, pick up 
a chart, study its findings, look at the patient and 
be able to arrive at an intelligent conclusion as to 
what this man really needs. He is thus in a posi- 
tion in a diplomatic way to point out certain things 
to the intern or resident on the service which may 
be helpful to all concerned. 


Second: He should be a good business man. 
Physicians as a rule are not business men, but some 
of the best business men of my acquaintance are 
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physicians. He should be familiar with accounting. 
purchasing, the cost of commodities, and many de- 
tails that require business judgment. 


Many years ago I was an accountant for a large 
lumber manufacturing concern, the owner of ‘which 
was a real business man, a man who had accumu- 
lated a fortune in his business. A few years ago, 
during the depth of our depression, I was talking to 
this gentleman, who is at this time quite old, and 
he asked me if I knew why we were having so 
many bank failures. I told him I did not unless it 
was due to the general depression in the country. 
His reply was that was not the cause at all, but that 
we had too many banks and not enough bankers. 
I think the same thing applies to business in gen- 
eral. We have too many businesses and not enough 
business men. There is the business side to a 
municipal hospital which should and must be admin- 
istered very carefully. 


Third: He should be a diplomat in that he has 
all classes of people to contact, from the most 
ignorant to the best informed. He must deal in a 
diplomatic way with his Board of Trustees, city 
authorities and last but not least with his general 
staff physicians. He must be able to handle his 
personnel in a way that they realize that he expects 
their loyalty and in turn he must be loyal to them. 
He must not assume the position of “boss” but one 
who is willing, ready, and anxious to work with and 
for them, that all may pull together to the ultimate 
success of the institution. 





New Nurses’ Home 


Board of Trustees 


The Board of Trustees should be selected for 
their ability, fairness and willingness to serve, and 
not for political reasons. Nothing is more impor- 
tant than the proper association of the superin- 
tendent and board. He must be willing to hear 
their plans and at the same time have sufficient 
courage and ability to express his views, these views 
to be expressed only after due consideration of 


what is best for all concerned. 


Organization—How Selected 


The personnel of an institution of this type should 
be selected with a great dea! of care. Select those 
whom you can train and trust, people of character 
and personality. Instruct them in what is expected 
of them and when you have a good organization 
keep it. Add to but never take from a good or- 
ganization. To do this you must keep your hos- 
pital growing, keep your institution before the peo- 
ple in an ethical way, be courteous to the public 
and to the press, in fact to everybody. 


You will find that newspapers can and will be 
very helpful to you if you will allow it. See that 
the reporters are shown every possible courtesy, 
give them the news to which you feel they are en- 
titled. Affairs of a private nature that you cannot 
and should not divulge should not be given pub- 
licity, but when you have the confidence of the press 
you will find that these people wil! appreciate your 
position and never exact more than belongs to 
them. During my administration at the Jackson 
Memorial Hospital I have never seen one word in 
any newspaper detrimental to this institution, but 
on the contrary we have had many nice things said 
of our administration, even to the point of strong 
editorials favoring many plans of improvements 
that we desired here. 


Social Service 


I have had several hospital administrators tell me 
they didn’t® consider a social service department 
worth while, but in a city like Miami where our 
population is so constantly changing we could not 
get along without it. I am sure that our social 
service department saves this city several thousand 
dollars per year in excess of the expense of main- 
taining this work. Our social service director has 
been with us a number of years and it is really 
interesting to note that when patients enter the in- 
stitution many of whom have been here before, she 
has in her files the complete uata concerning them. 
We make frequent house to house visits and when 
a patient has been on our wards for twenty-four 
hours we always have a complete socia! history. 


Emergency Patients 


All emergency cases presented .to our emer- 
gency room are given immediate treatment without 
any social investigation. They are then transferred 
to the ward and if social service investigation di- 
vulges the fact that they should be cared for by 
a private physician or transferred to a private floor 
this is immediately done, otherwise they are held on 
the wards. Nothing can discredit a hospital more, 
especially a municipal institution, than to allow a 
patient to remain in the emergency room an undue 
length of time, while his family or friends are ar- 
ranging for the payment of the hospital bill. We 
never say one word about the bill under such cir- 
cumstances. If they are in a condition to talk we 
ask them if they want a private physician. These 
investigations can and are made later in our in- 
stitution. 


Training School 


Our training school consists of one hundred 
young ladies. These young ladies are selected with 
every possible care, going especially into their fam- 
ily and social background and having personal in- 
terviews when it is at all possible. While we make 
some blunders I feel as a rule we have been fairly 
successful in the selection of our students. I feel 
that a municipal hospital training school should 
have much advantage over the average training 
school that handles only private patients and that 
these girls in their training are given more of a 


‘cross section in dealing with patients. I feel that 


the mixed class of patients that we carry is more 
advantageous to the student than if she dealt only 
with private patients. I feel also that to deal with 
private patients in a school like ours gives to this 
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girl a different concept of her duties than she would 
gain if she dealt only with the indigent class. 


The discipline of a large training school carries 
certain problems that must be met and met posi- 
tively. Be fair but firm. We pride ourselves a 
great deal on the deportment of our young !adies 
and we are seldom if ever embarrassed by their 
conduct. 


Politics 


I have heard much said of the political side of 
an institution of this kind. In the beginning it was 
my purpose to never let anything of a political na- 
ture enter my administration. The problem to me 
has often been presented from people wanting cour- 
tesies and considerations to which they were not 
entitled, claiming that they were political friends 
of Mr. So-and-So. I have always told them very 
positively that matters of that nature did not enter 
into our administration and to this date no member 
of my staff nor citizen of this city can point to a 
single act that had the least tint of politcal pe: 
suasion. 


Financial Side 


In an institution of this kind you must watch 
your finances. Have a careful buyer, one who is 
honest and cannot be persuaded by unfair proposals. 
This department, of course, should work in har- 
mony with the dietetic and accounting departments 
and as under the direction of the superintendent and 


his assistant. 


On admission of all private patients there should 
be some definite understanding as to how and when 
payments are to be made. We do not have an iron- 
clad rule. Many of our patients enter without any 
question by reason of the fact that the admitting 
clerks who have been with us several years know 
the financial standing of our patients and when the 
admitting office is not thoroughly satisfied the office 
of the Superintendent or Assistant Superintendent 
is contacted and arrangements made in accordance 
with instructions they give. 


Admitting Charity Patients 


As stated above, the social service department is 
most always consulted on the admission of charity 
patients unless these cases are of an emergency 
nature, but as we do not have a social worker on 
night duty we find many patients trying to take 
advantage of her absence and are brought in dur- 
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Aerial View of the Hospital Buildings 


ing her off hours. People may give the wrong 
address, stating that they live within the city limits 
and upon investigation we find that they are over 
the line or perhaps several miles away. These are 
questions that frequently confront us but as a rule 
after a thorough investigation the problem is finally 
adjusted and in a great majority of instances pa- 
tients satisfied. 


Visiting Patients 


I make it a rule to cover every department of 
the hospital during each week. I do not have any 
particular day to visit a particular ward so that the 


supervisor of that floor will not know when to ex- 
pect me. I find that these visits to the patients is 
appreciated by everyone of them. They feel that 
the superintendent has a personal interest in their 
welfare, which he really has and often after they 
have left the institution I receive very, very nice 
letters expressing their appreciation of the services 
rendered them and especially of my visits to their 
beds. While this is true of charity patients it is 
also true of private patients. I try to see everyone 
that comes in the building. Often when I am taken 
into the room and introduced by name the patient 
looks at me with more or less surprise but a moment 
later when the nurse says, “This is our Superin- 
tendent,” I see a different smile on their faces. They 
express their appreciation of my visit. In other 
words do not lose sight of the personal contact as 
it is worth a great deal more to the institution than 
the cost involved. 


Department Heads 


My work in this institution is done largely through 
department heads. These department heads, as 
stated at the beginning of this article, were here 
when I assumed my position nearly five years ago 
and it has been an invariable policy never to go 
into any department and make suggestions to cer- 
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tain supervisors or individuals but all suggestions 
coming from me must come through the head of 
the respective departments. 


The personnel of our administration is handled 
entirely by my assistant superintendent, who has 
been with the institution in that capacity for the 
past twelve years and I concede to her every ad- 
vantage over me in selecting and training help for 
our These are the people most 
consistently contacted by the public and they must 
function in a way to leave the customer entirely 
satisfied. There isn’t any place in this department 
more difficult to fill than that of the information 
desk or admitting office. These are the young 
ladies first contacted by the prospective patient or 
visitor and the impression thus gained goes with 
these people clear through the institution. Mistakes 
made here are hard to correct later. 


administration. 


Growth of Institution 


The growth of service in this institution during 
the past five years has been phenomenal. The fol- 
lowing figures indicate the increase in volume and 
extent of service: 


1930-31 1935-36 


Patients remaining in Hospital 
July Ist 


Admitted during year 5,883 


408 


3irths 


Deaths 401 


2,781 5,784 


Surgical Operations 


10,438 40,028 


Emergency Treatments 
Hospital Days 110,870 


Average Daily Census— 
Private 
158 190 
197 303 
Amounted Collected .... $135,045.00 $252,216.00 


When I assumed charge of this hospital there 
were many improvements that I suggested to my 


Board of Trustees and different members of the 
City Commission, among which was a new surgery. 


At that time we only had two major operating 
rooms and the surgery that I proposed would pro- 
vide five additional major operating rooms on the 
second floor and a location for a children’s ward 
on the first floor. When I mentioned these im- 
provements to the Board of Trustees I immediately 
received their approval but when I went to the 
City Commission for money to carry out my plans 
I was told that it was impossible, but later I suc- 
ceeded in putting over my plans. 


During these past five years we have built this 
new surgery and children’s ward, a new laboratory 
building on the first floor of which is housed our 
x-ray department, a modern service building and 
dining rooms, a large addition to our nurses’ home 
and we are now nearing completion of a modern 
hospital building to care for 150 patients, all of 
which will have cost the city when completed a little 
more than $600,000.00. All of these improvements 
have been made in the face of the statement from 
the Mayor at the beginning of our work here that 
there wasn’t anything in the way of improvements 
that could be done. Our facilities for taking care 


of our patients have more than doubled during these 
five years. We now have a capacity of more than 


500 beds. 


These whole five years to me have been the real- 
ization of a dream and but for the cooperation that 
I have received on every hand my dream would 
never have materialized. 


With an organization of more than 350 em- 
ployees I have never had anything resembling a jar 
or misunderstanding with anyone and their loyalty 
to me at all times has been unquestioned. Every 
employee here would undergo any reasonable hard- 
ship to accomplish any objective which would pro- 
mote the interests of the hospital and its admin- 
istration. 


On the whole the past five years that I have been 
superintendent of this hospital can easily be con- 
sidered as the most happy of my life. When I walk 
over the grounds and see the many improvements 
that have been made I feel very thankful indeed that 
I have been permitted to play a part in the growth 
and service of this great organization. 


a eet 


Bessie M. Upham, formerly superintendent of the 
West Hudson Hospital, Kearny, N. J., is now super- 
intendent of the Tioga General Hospital, Waverly, 
New York. Miss Upham succeeded Miss McPher- 


son who resigned to be married. 
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Observations on Patients in Air Conditioned 
Hospital Rooms 


MATHEW N. HOSMER, M.D. 


San Francisco, California 


A. CONDITIONING may be defined as the 
science of controlling the temperature, humidity, 
purity, and movement of air within closed spaces. 
The engineering profession has developed mechan- 
ical apparatus which will produce any atmospheric 
condition desired. They are now asking the med- 
ical profession to suggest the conditions which 
should be maintained for treatment of certain path- 
ological conditions and provide greater comfort for 
the general public. 


Air Conditioning Has Gone Through 
Many Phases 


Careful study of the subject shows that it has 
gone through many phases. The carbon dioxide 
theory advanced by Pilcet, Black and Priestly, in 
1750, maintained that the breathing of air by ani- 
mals reduced the oxygen content and increased the 
carbon dioxide content. This was overthrown by 
Le Blanc, in 1842; Van Pettenhoeffer, in 1862; 
and others. They maintained that the discomfort 
suffered was due to organic substances, either ex- 
haled or exuded from the bodies of the persons 
present. This theory has been overthrown also. 
We know now that the reason for discomfort in 
unconditioned rooms is due entirely to the physical 
properties of the air supplied; such as increased 
temperature, higher percentage of relative humidity, 
and stagnation of the air surrounding the body. 


Air conditioning equipment is now designed to 
control the temperature, relative humidity, and cir- 
culation of the air supplied. In addition to this the 
air is passed through some type of filter, which will 
remove all foreign material, such as dust, smoke, 
pollens, etc., before it reaches the conditioning 
equipment. 


Medical Profession Slow to Recognize the Value 
of Air Conditioning 


We of the medical profession have been alto- 
gether too slow to recognize the importance of the 
work that the engineering profession has put before 
us. We have allowed our schools, hospitals, and 
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other public buildings to be equipped with the most 
antequated ventilation systems. This may be a 
factor in the spread of large epidemics of upper 
respiratory infections during the winter months 
when we are more dependent upon the artificial 
heating and ventilation. Anyone who has noticed 
the amount of coughing and sneezing which occurs 
in a school auditorium or theatre must wonder what 
happens to the poor individuals sitting near those 
who are doing the coughing and sneezing. 


The work of Kerr and Lagan on the transmis- | 
sibility of the common co!ld shows quite definitely 
that it is not possible to infect normal individuals 
living under ideal atmospheric conditions. Black- 
fan and Yaglou have shown a definite decrease in 
the percentage of upper respiratory infections in 
their air conditioned premature nursery. 


The Comfort Zone 


After many experiments with normal individuals 
in various temperatures and relative humidities the 
engineers have worked out what is known as the 
comfort zone. In summer this zone ranges around 
a temperature of 71° F. and a relative humidity 
of forty to sixty per cent. In winter the temperature 
was slightly lower at around 66° F. and a relative 
humidity of forty to fifty per cent. These points 
apply to normal individuals who occupy the rooms 
for long periods of time, as in an office or home 
and may be taken as a guide when advising the in- 
stallation of air conditioning equipment. I[nstalla- 
tion of equipment in a hospital room must be 
capable of producing a humidity lower than forty 
per cent, however, as we may be called upon to sim- 
ulate the atmospheric conditions of the desert for 
the treatment of certain diseases. The ordinary 
equipment, as now supplied, will maintain a rela- 
tive humidity as low as thirty per cent readily. 
Anything below this point is more expensive to 
build. 


Air Conditioned Rooms .Used to Treat 
Certain Diseases 
I have felt that there was a definite need for air 
conditioned rooms in our modern hospitals to treat 





certain diseases. This may be a good idea, but 
when one approaches the management of the aver- 
age hospital one finds it difficult to convince. They 
must be educated to the idea themselves and then 
be willing to spend the necessary money to make 
the installation. I have been most fortunate in 
securing the co-operation of Dr. Howard Johnson, 
director of St. Luke’s Hospital, San Francisco, who 
has installed complete air conditioning equipment 
in three of his rooms and placed the entire facil- 
ities of the institution at my disposal. The rooms 
we have equipped are conditioned by the individual 
unit system in order that we may obtain any de- 
sired condition in each room without affecting the 
others. Each room is the usual hospital room about 
12’ x 14’ with a nine foot ceiling. The windows 
are sealed with weather stripping to prevent leak- 
age of unconditioned air. There is a small ex- 
haust port in the ceiling on the side away from 
the unit and the additional exhaust occurs around 
the door edges, which are not sealed. 


The Mechanical Apparatus 


The mechanical apparatus consists of a central 
compressor located in a sound proofed room adja- 
cent to the rooms that are conditioned. It is an 
electrically operated machine supplying a refrig- 
erant the same as is used in the ordinary household 
refrigerator. This refrigerant is carried to the units 
in each room where it expands into cooling coils and 
chills the air as it passes over them. Each con- 
ditioning unit is contained in a metal cabinet about 
3’ x 3’x 1’ in dimensions. In each unit are two 
fans, which draw in about 75 cubic feet of air per 
minute and recirculate about 225 cubic feet per 
minute. This volume remains constant and has 
veen found entirely satisfactory for rooms of this 
size. The intake duct is cut through the window 
and the fresh air is drawn through two filters. One 
is an oil impregnated spun glass type and the other 
is paper. It is then passed over the cooling coils 
to which the refrigerant is supplied and in which 
a temperature of about 35° F. is maintained. This 
chills the air to the dew point and the water drops 
out. In this manner the dehumidification of the air 
is accomplished. From here the air is passed over 
steam pipes, which heat it to the desired tempera- 
ture before it enters the room through the final 
filter of spun copper. Below the cooling coil are 
two small spray nozzles which spray water into the 
system should a high humidity be desired. 


Thermostat Control 


The operation of each unit is controlled by a 
thermostat and a humidity gauge placed on the 
sy setting these two 


wall some distance away. 


gauges the temperature and relative humidity of 
the room are controlled at any desired point. We 
are maintaining a relative humidity of about thirty 
tc thirty-five per cent and a temperature of about 
72 to 74° F. This humidity is, of course, too low 
for average use in a home or office, but we are 
dealing primarily with acute upper respiratory in- 
fections and we have found that results are noted 
sooner in the drier air. Inasmuch as our patients 
are paying out their good money to improve their 
health they are anxious to get this improvement 
as soon as possible. The same results could be ob- 
tained in forty per cent humidity, but it would take 
longer. For patients suffering from conditions 
other than the acute upper respiratory infections 
the relative humidity is maintained at fifty per cent 
and the temperature at 70° F., i.e—the comfort 
zone. 


Tests for Pollen and Dust Content 


Tests are made to determine the pollen and dust 
content of the air conditioned rooms as compared 
to a non-air conditioned room and the roof. The 
usual vaseline coated slides were exposed in each 
location during various weather conditions. The 
particles in the air conditioned room were less 
numerous than those in the non-air conditioned 
room and on the roof. The largest sized particles 
found in the air conditioned room were smaller 
than the smallest found in the other two locations. 
The large particles on the roof and in the non-air 
conditioned room were mostly soot, large bits of 
insect wings and pollen. The large particles found 
in the air conditioned room were practically all 
woo! or cotton fibres not apparently brought in 
from outside, but from the bed linen in the room. 
The average length of particles on the roof was 
around .081 mm., from the non-air conditioned 
room .072 mm. and from the air conditioned room 
about .026 mm. Light, tree pollen grains were found 
in both non-air conditioned room and on the roof. 
No tree pollen grains were seen at any time in the 
air conditioned room. 


Results in Terms of Patients’ Reactions 


We have had the rooms in operation since No- 
vember, 1935, and they are proving to be a distinct 
aid in the treatment of patients suffering from acute 
and chronic sinusitis, acute bronchitis, asthma, hay 
fever, and allergic skin conditions. The patients have 
remained in the rooms from two to fourteen days, 
depending upon the nature and severity of their 
ailment. 

The most striking results have been obtained in 
those suffering with acute upper respiratory in- 
fections. Such a result was obtained in Case No. 
1, Mrs. H., who entered the hospital to undergo 
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a major abdominal operation. Upon entry she was 
found to be suffering from an acute upper respira- 
tory infection with a mild fever, acutely congested 
nose and mild pharyngitis. The operation was can- 
celed and she was transferred to an air conditioned 
room. After forty-eight hours she had recovered 
sufficiently to permit the operation under general 
anesthesia. Similar results have been shown in 
nine other cases of a like nature to date. 


The acute purulent pansinusitis cases have, also, 
shown satisfactory improvement. Case No. 2, Mrs. 
N., was seen in the office December 5, 1935, at 
which time she had an acute purulent pansinusitis 
of several days’ duration. She had had similar 
attacks previously, which were very resistant to 
treatment. The nasal mucous membranes were 
bad!y swollen and both nostrils were filled with 
thick muco purulent material. She complained of 
a very severe headache, general malaise, and her 
temperature was 101°. Both antra were washed 
and the return flow was thick yellow mucopus. She 
was sent to an air conditioned room and in twenty- 
four hours noted a definite improvement. Exam- 
ination showed the mucous membrane to be less 
swollen and the patient stated that the discharge 
had been more profuse than before entry and that 
her headache had subsided. She left the hospital 
December 8, definitely improved and the subsequent 
course was much shorter than similar attacks she 
had had in the past. 


Conflicting resu!ts have been found in asthmatic 
patients. Some have been relieved almost immedi- 
ately and others have not shown any improvement. 
This is undoubtedly due to the fact that there are 
many causes of asthma. Those of the true inhalant 
type usually show improvement. The patient I re- 
ported in my previous paper has not had an attack 
in over a year and she only has her bed room air 
conditioned. 


Case No. 3, Mrs. W., a patient of Dr. M., was 
sent to an air conditioned room, during a severe 
attack of asthma. Upon entry she required fre- 
quent injections of adrenalin and morphine. After 
twenty-four hours there was a definite improve- 
ment in her condition and in forty-eight hours she 
was free from asthma. She had had similar at- 
tacks previously which had lasted for a much longer 
time. 


[ have had several cases of true hay fever in 
the rooms. Case No. 4, Mrs. P., noted that her 
breathing was much freer and that the profuse 
watery discharge had subsided after a few hours 
in the room. Examination of the nose showed that 
the membranes, which had been acutely congested 
and wet before entry, were dryer and less swollen. 
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These cases, of course, have a return of symp- 
toms when they leave the pollen free rooms. Such 
patients are advised to have filters installed in their 
offices and bed rooms. Complete air conditioning 


installation is not necessary as the relative humidity 
does not play an important part in hay fever. 


I have had several patients with the typical wet 
noses, causing low grade fevers and dull sinus head- 
aches. They were the type we see so frequently 
during the wet season and who usually respond so 
readily when sent to the desert. In these cases it 
was impossible for them to leave town—so they 
were sent to the air conditioned rooms. The re- 
sponse to the dry clean air has been most satisfac- 
tory and after a few days they have left the hos- 
pital definitely improved. 


The air conditioned rooms have been beneficial 
in the management of patients with allergic skin 
conditions. Case No. 5, Mr. B., was extremely 
sensitive to all the grasses and many tree pollens. 
When he entered the hospital he was suffering from 
an allergic dermititis so extensive that it was im- 
possible to do any of the usual! tests on him. After 
forty-eight hours the itching subsided considerably 
and after a week his skin had definitely cleared and 
he was much more comfortable. It was then pos- 
sible to do the usual intradermal tests and work 
out a program of desensitization. 


These rooms should be of value in determining 
whether our patients are suffering from an allergic 
or an infectious rhinitis. Both should be improved 
The one suffering 
from the allergic rhinitis, however, will show a re- 


in an air conditioned room. 


turn of symptoms upon leaving the air conditioned 
room. 


Summary 


1. Air conditioning offers a new approach to the 
management of certain upper respiratory diseases. 

2. The results obtained at St. Luke’s Hospital 
have been satisfactory in most of the cases. 

3. The medical profession should co-operate 
with the engineering profession in the installation 
of air conditioning equipment. 
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Use of Tax-Free Alcohol by Clinics 


Treasury Decision 4684 


ee REGULATIONS governing the use of 
tax-free alcohol by clinics were issued August 26, 
1936. The Articles of interest to hospitals are as 
follows: 


Article 77. “Alcohol may be withdrawn, under 
regulations, from any industrial plant or bonded 
warehouse tax free by .. . or for use in any hospital 
or sanatorium, or for use by any clinic operated for 
charity and not for profit, including use in the com- 
pounding of bona fide medicines for treatment out- 
side of such clinics of patients thereof, but not for 
sale. 


“But any person permitted to obtain alcohol tax 
free .. . shall first apply for and secure a permit to 
purchase the same and give the bonds prescribed 
under Section 6 of the Liquor Law Repeal and En- 
forcement Act... .” 


Article 78. “Under the provisions of law above 
referred to, the privilege of withdrawing alcohol in 
bond, free of tax, is held to apply to . . . any perma- 
nently established hospital or sanatorium in good 
standing, whether operated for profit or not, or any 
bona fide clinic in good standing, operated for char- 


ity and not for profit.” 


Article 86. ‘““Tax-free alcohol withdrawn under 
the foregoing provisions of law and regulations for 
use of the United States must be used solely for non- 
beverage purposes. Such alcohol, when withdrawn 
by States and Territories, or any municipal subdivi- 
sion thereof, or the District of Columbia, must be 
used solely for mechanical and scientific purposes, or 
for hospitals or clinics as hereafter specified, and 
such use, or the use of any resulting product, must be 
confined to premises under the control of the State 
or Territory, or municipal subdivision thereof, or the 
District of Columbia, except that bona fide medicines 
compounded with such alcohol withdrawn for the use 
of clinics operated for charity and not for profit may 
be used outside of such clinics for treatment of the 
patients thereof, but such medicines may not be sold. 


“Tax-free alcohol withdrawn by hospitals or sana- 
toriums, or by clinics operated for charity and not 
for profit, may be used only for medicinal, mechani- 
cal, and scientific purposes, and in the treatment of 
patients. Scientific universities or colleges of learn- 


ing shall use such alcohol only for scientific, mechani- 
cal, and medicinal purposes, and any laboratory with- 
drawing alcohol free of tax must use the same ex- 
clusively in scientific research. The use of the alco- 
hol and resulting products shall be confined strictly 
to the premises of the institution withdrawing the 
alcohol, except that bona fide medicines compounded 
with alcohol withdrawn by clinics operated for char- 
ity and not for profit may be used outside of such 
clinics for treatment of the patients thereof, but such 
medicines may not be sold. 


“In no case shall alcohol withdrawn tax-free be 
used in the preparation of food products for use in 
any manner, and under no circumstances shall such 
alcohol be used for beverage purposes or in any 
product which may be so used.” 


We have been verbally informed that in those hos- 
pitals now having a permit to withdraw tax-free 
alcohol, where the clinic is operated as a department 
of the hospital, the hospital may use tax-free alcohol 
withdrawn on the hospital permit in its free clinic 
in accordance with the above revised regulations, 
without securing a separate permit for the clinic. 


Where the clinic is separately incorporated, how- 
ever, a permit must be secured by the clinic in ac- 
cordance with the above regulations. Apply to the 
nearest District Supervisor of the Alcohol Tax Unit 
of the Treasury Department. 


A further interpretation of mechanical purposes, 
as noted in the second paragraph of Article 86 of the 
Bureau of Internal Revenue, was requested. The 
Bureau’s reply is as follows: 


“Alcohol withdrawn free of tax under permit on 
Form 1447, by any hospital, sanitarium, or clinic, 
may not be used for such purpose as the mixing, or 
removal of, paints, varnishes, shellacs, floor or 
furniture polishes, or other preparations in the plant 
itself. 


“Under the term ‘mechanical purposes’ as used in 
the regulations referred to above may be included 
such purposes as the removal of stains from surgi- 
cal instruments, or from laboratory equipment, or 
the cleaning of such instruments or equipment in 
the laboratory of the institution where the use of 
other solvents would be unsatisfactory.” 
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Hospitalization of Industrial Patients 


C. N. CARRAWAY, M.D. 


Chairman, Board of Directors, Norwood Hospital, Inc., Birmingham, Alabama 


Se OF INDUSTRIAL PATIENTS 


in the present trend of time involves many factors, 
some of which are enumerated below: 


The rules and regulations of the medical 
associations of the various states, and the 
national association. 


The social and ecnomic relations govern- 
ing the care of industrial patients, both em- 
ployer and employee. 


The prohibitive cost of hospitalization to 
the average employee due to the tremendous 
increase in cost of professional and scientific 
care of patients in a hospital. The estab- 
lishment of workmen’s compensation laws 
in most of the states containing large indus- 
trial centers. 


Properly constructed and equipped build- 
ings for the administration of professional 
service to industrial patients. 


Medical Care of Industrial Patients in Alabama 


In elaborating upon the care of industrial patients 
in the State of Alabama we will quote from the By- 


Laws of the Alabama Medical Association on medi- 
cal care of industrial patients: 


“Be it further ordained by the Medical Associa- 
tion of the State of Alabama: 


“Section 3. Subsection 1. That all contracts al- 
lowed by this ordinance shall be made with presi- 
dents, superintendents, or managers, as far as rail- 
way, mining, manufacturing, industrial companies, 
or other enterprises are concerned; with boards of 
tiustees, as far as colleges and schools are con- 
cerned, and in their absence, with presidents, prin- 
cipals, or chief teachers of such schools and col- 
leges; and with hospitals, jails, and other such in- 
stitutions concerned. Compensation for medical 
service paid the doctor shall be paid direct from 
the treasury of the company or institution concerned. 


“Subsection 2. That all underbidding by physi- 
cians or hospitals on contract permitted by this 
ordinance shall be regarded as unethical and treated 
accordingly. 


“Subsection 3. That all contracts made by mem- 
bers of this Association under this ordinance shall 
be open to inspection by the county medical society 
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having jurisdiction through its legally constituted 
representatives. 


“Subsection 4. That any and every part of this 
ordinance, on which there is a difference of opinion, 
as far as interpretation is concerned, shall be inter- 
preted in the light of the opinions expressed in the 
conclusions on which this ordinance is based. The 
conclusions referred to in Subsection 4 of Section 
3, supra, as follows: 


“First: While viewing with distrust contracts of 
any and every nature, because of their demoralizing 
effect upon the medical profession and their ten- 
dency to break down the high standards of medical 
ethics, the State Medical Association in 1890 en- 
tered into a quasi contract with the industries of 
the State to permit its members to do contract prac- 
tice of a prescribed nature without endangering their 
ethical standing in the Association. 


“Second: This departure from the established 
usage and traditions of medical ethics was agreed 
to so that changing conditions in the social order 
might be met and that we might contribute our 
share of service in the development of the economic 
resources of the State. Industry was faced by an 
impossible labor situation, and the agreement con- 
templated placing at the disposal of industry the 
best medical talent of the State, and that in return 
therefor, industry should pay its medical and health 
advisors a reasonable compensation for their service. 


“Third: The present development of the indus- 
trial resources of the State of Alabama has been 
made possible through the advice of the doctor in 
industry, just as the building of the Panama Canal 
was made possible through the advice of General 
Gorgas and his associates. 


“Fourth: It would be a breach of faith on the 


part of the State Medical Association after thirty- 
five years of constructive work under this quasi 
contract, for the medical association to abrogate it 
and ask of industry that it start all over again to 
build up a new system of health control, medical 
and surgical reconstruction.” 


All hospitals within the State of Alabama have 
to operate under the regulations as shown above, 
otherwise they would be boycotted, and any physi- 
cians practicing in a hospital which does not operate 
under these regulations would be expelled from the 
State Medical Association. 


Corporations Appreciate the Value of Hospitali- 
zation and Medical Service 


From a social and economical standpoint, it has 
been a thoroughly established fact that the proper 
hospitalization and medical service has many times 
reduced the lost time of an employee at a very great 
saving to the corporation. It has enhanced the con- 
tentment and well-being of the employee and pre- 
vented the spread of communicable diseases, such as 
typhoid, etc. The corporations have appreciated 
this fact. Today they are encouraging their em- 
ployees to avail themselves of the plan of co-oper- 
ating with each other in creating a fund to provide 
proper hospital and medical care. A small stipend 
deducted from the employees’ salary each month 
is paid into a general fund, and turned over to the 
hospital and medical staff to defray the hospital 
expense of the employee and his family. The of- 
ficials of the corporation are prohibited by Ala- 
bama Medical Association By-Laws from parttici- 
pating in this type of industrial hospitalization. 
The corporations do the extra office work withoui 
any cost to either the employee or hospital in ap- 
preciation of what it means to their employees. 
This has to be a voluntary act upon the part of 
the employee, otherwise the average wage earner 
would be unable to secure adequate medical ard 
hospital care from his meager monthly income, be- 
cause the cost of scientific medical and hospital care 
has increased many times within the last thirty 
years. 


The Care of Industrial Patients at Norwood 
Hospital 


We are using the Norwood Hospital of Birming- 
ham, Alabama, as a model hospital for the handling 
of industrial patients and their families. The Nor- 
wood Hospital, Inc., is a general hospital located in 
an industrial center and cares for all patients ad- 
mitted to a general hospital, and also provides for the 
care of industrial patients. This hospital cares for 
approximately 8,000 employees and their families 
under contracts made in accordance with the laws 
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and regulations of the Alabama Medical Associa- 
tion, quoted above. The industrial cases admitted 
to the Norwood Hospital represent approximately 
forty-five per cent of all the patients. 


The rest of this article will deal with the per- 
sonnel of the Norwood Hospital, and its care of 
general as well as industria! patients through its 
organization of the medical and hospital nursing 
staff. 


General Plan and Organization of the Hospital 


The main hospital building is constructed of hol- 
low tile with brick veneer, with fireproof and water- 
proof flooring throughout. It has a 210 bed ca- 
pacity with five operating rooms, one delivery room, 
two waiting rooms for maternity cases, sixty pri- 
vate rooms, fifteen of which are used for maternity 
cases, and twelve wards—two for white female, two 
for white male, four for negro male, and four for 
negro female. (The State Laws of. Alabama pro- 
hibit the mixing of white and negro patients, and 
the hospitals have to provide separate accommoda- 
tions. The laws also prohibit white female nurses 
attending negro males, necessitating negro nurses 
for negro male patients. ) 


We have found it very satisfactory and think it 
helpful in administering a hospital! effectively to 
give one entire floor to female patients and three 
floors for mixed patients. We feel that this is eco- 
nomical because it requires fewer orderlies. The 
female patients can be cared for by nurses and 
maids on the floor. 


The operating rooms are located on the top floor, 


well lighted and ventilated. 

The hospital is constructed so that the elevator 
admits all emergency patients directly to the oper- 
ating department, thus eliminating disturbance to 
other patients. 

The hospital owns and operates its own laundry 
and ice plant. 

The Norwood Clinic, a three-story building across 
the street, connected with the main building by a 
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subway under the street, houses the out-patient and 
diagnostic departments, the offices of the profes- 
sional staff and the laboratories. 


The pathological, bacteriological, serological and 
chemical laboratories are under the direction of Dr. 
George S. Graham, pathologist, with three regis- 
tered technicians (the hospital conducts a School of 
Technology for both laboratory and x-ray tech- 
nicians ). 


The x-ray laboratory is under the direction of 
Dr. Lewis E. Sorrell. There is a separate unit 
composed of an assembly room and three examining 
rooms for the care of negro patients. 


The record rooms are under the direction of a 
registered librarian. There is a complete cross 
index system of all records kept in accordance with 
the rules and regulations of the American College 
of Surgeons. 


The professional staff (medical) consists of two 
surgeons, gynecologist, neuro-surgeon, neurologist, 
two internists, pediatrician, obstetrician, urologist, 
dermatologist, radiologist, pathologist, and business 
director. The nursing staff consists of the super- 
intendent, assistant superintendent, supervisor of 
nurses, night supervisor, two operating room su- 
pervisors, four floor supervisors, four assistant floor 
supervisors (who are recent graduates taking post- 
graduate course), and the dietitian. The school of 
nursing has fifty-three white female students, four 
white male students, eight colored female students, 
all housed in the nurses’ home under the direct 
supervision of the hospital nursing staff. 


There are two resident surgeons, one resident 
physician, and two interns. 


The Meeting of the Board of Directors 


The hospital is governed by a board of directors 
consisting of fourteen members composed of the 
head of each department of the medical and surgical! 
staff and five non-professional business men. (Each 
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director has to be a stockholder in the hospital.) 
The board of directors hold a luncheon meeting on 
the second Wednesday of each month. The au- 
diting department makes its report of the month’s 
transactions with detailed cost sheets. The super- 
intendent makes a report of the general direction 
of the hospital and care of patients. Included in 
this report is a detailed statement of all surgical 
and medica! patients. 


Admitting Industrial Patients 


The family or camp physician sends the patient 
to the hospital with a letter outlining a brief history 
of the patient’s illness. If the symptoms are defi- 
nite he directs the patient to the proper department. 
Ambulance patients are admitted directly to the hos- 
pital. The resident on duty is called immediately, 
and he diagnoses the case from a clinical standpoint, 
having all laboratory and x-ray work done that is 
necessary. He then assigns the patient to the de- 
partment his diagnosis indicates. The head of that 
department or an associate member re-checks the 
patient to confirm the first diagnosis and ad- 
vice, and recommends whatever treatments the pa- 
tient’s condition demands. 


Ambulatory or Out-Patients 


These patients are directed to the out-patient de- 
partment for diagnosis. A graduate nurse who has 
been trained in this work is in charge of the ad- 
mitting department. The admission cards and per- 
sonne! history forms are completed and referred to 
various departments for treatment. (The residents 
of the hospital work part time in the diagnostic 
division of the out-patient department assisting the 
staff members in making diagnosis, checking labo- 
ratory, and x-ray findings.) After a thorough ex- 
amination—physical, laboratory, and x-ray—if it is 
found that the patient does not need to be hospital- 
ized he is directed to return to the referring physi- 
cian, carrying with him a complete diagnosis of his 
condition from a physical, laboratory and x-ray 
standpoint, with any comments the staff member 


who examines the patient sees fit to give for the 
benefit of the family physician. 


Medical and Surgical Staff Meetings 


Each day at 12:30, Sundays excepted, all mem- 
bers of the medical and surgica! staff, with residents, 
interns, and laboratory director, meet in the library. 
The records containing names of all patients with 
names of members of the staff in charge of that 
patient are studied. The staff members or resident 
in charge of the patient makes a report of the 
diagnosis and conditions of each patient as his 
name is read. If the condition of any patient is 
such that after general consultation by the entire 
staff, it is deemed advisable to add one or more 
staff members to help direct the treatment, such 
action is taken. 


The Superintendent and Staff 


The superintendent and staff meet at 7 a. m. and 
7 p. m. when the superintendent receives reports 
from all departments of the hospital, and gives 
instructions to the supervisors and the superin- 
tendents coming on duty. 


For a superintendent and staff to be effective, 
the superintendent and staff members must be good 
psychologists. It is important to be able to analyze 
the disposition, habits, and social life of the pa- 
tients. A careful study of these conditions aids 
materially in understanding the patient’s general 
reactions to treatment and care. Dr. W. J. Mayo 
says that it is wrong to attempt to change a pa- 
tient’s habits and environment while you are treat- 
ing him for illness. If he is used to sleeping in 
his clothes, let him sleep in his clothes, only get 
some clean clothes. It is useless to serve the kind 
of food which a patient does not eat when he is 
well. In other words, do not serve coffee to a 
patient who does not drink coffee. 


In conclusion, I will quote Dr. Charles A. Mayo 
in saying, “The care of a patient in a hospital should 
in every instance be to serve him in the way that 
you expect him to send you another patient.” 


Coming Meetings 
Ontario Hospital Association, Toronto, Oct. 19-23. 
Kansas Hospital Association, McPherson, Oct. 31. 


American College of Surgeons, Philadelphia, Octo- 
ber 19-23. 


Association of Record Librarians of North America, 
Philadelphia, October 19-23. 

Hospital Association of West Virginia, White Sul- 
phur Springs, November 6-7. 


Hospital Association of Pennsylvania, Buck Hill 
Falls, June 2-4, 1937. 
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The Future of the Nurse Anesthetist 


WALTER S. GOODALE, M.D. 
Superintendent, Buffalo City Hospital, Buffalo, New York 


jie TOPIC WHICH I HAVE BEEN ASSIGNED IS, 
“The Future of Nurse Anesthesia,” and that, nat- 
urally, brings up the point: Why are we concerned 
about the future of nurse anesthesia? Perhaps the 
answer to that question is contained in a resolution 
which was passed by the Erie County Medical 
Society at a recent meeting: 


“Dr. L. F. Anderson, secretary of the 
Committee on Anesthesia, reported on com- 
munications received from various state and 
national societies on the question of anes- 
thesia, nurse anesthetists, and what consti- 
tutes the practice of medicine and of 
pharmacy. He called attention to a meeting 
in Buffalo on May 21, and 22, of the 
New York State Hospital Association and 
stated that the Nurse Anesthetists’ Associa- 
tion will meet on the samedates and 
two members of the Erie County Medical 
Society are scheduled to speak. 


“He moved that these members be re- 
quested not to address the meeting of the 
Nurse Anesthetists’ Association, and de- 
clared that one object of the Association is 
to obtain legal recognition of anesthetists 
throughout the country.” 


In other words, I have been “requested” by the 
Erie County Medical Society not to appear here this 
morning. I don’t believe the Society meant quite 
that. 


I asked a hospital stenographer to call the execu- 
tive secretary of the Erie County Medical Society 
and ascertain if I appeared here this morning, 
whether or not I would be acting contrary to the 
instructions of the Society. 


I was informed that a majority of the members 
felt that the original resolution Dr. Anderson of- 
fered was too drastic and hindered the right of free 
speech. As a result it was amended and passed as 
“requesting” members who were asked to speak at 
your meeting not to do so. Therefore, all the doctors 
are not quite ready to invoke the gag rule regarding 
free speech in reference to anesthesia. As I had a 
~ Read at the Annual Convention of the New York State 


i of Nurse Anesthetists, Buffalo, New York, May 
2, 1936. 
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previous appointment to speak here I could see no 
reason why I should heed the “request.” 


This indicates, I suppose, to nurse anesthetists 
that everything is “not quiet along the Potomac” 
as between doctors and nurses. 


I am told that the New York State Society passed 
the resolution quoted although I have not verified 
this : 


“Whereas, we realize that the abuses existing in 
medical practice, due to unlawful acts, are causing 
an economic condition under which non-licensed 
persons are practicing medicine and depriving physi- 
cians of their rights, especially in anesthesia, be it 
hereby 


“Resolved that (1) the Medical Society of the 
County of Erie condemns this practice and urges 
all of its members to do everything in their power 
to correct the abuses connected therewith; (2) The 
delegates to our State Medical Society shall be in- 
structed to vote as a body to secure legislation pro- 
hibiting this infringement on our property rights; 
(3) The Committee on Anesthesia shall be instructed 
to call on all hospitals and surgeons using nurse 
anesthesia and ask their cooperation in correcting 
this evil; (4) A copy of these resolutions shall be 
sent to the Medical Society of the State of New 
York and the American Medical Association with 
the request that a Section on Anesthesia be estab- 
lished in both these societies.” 


I believe the above was duly forwarded as stated. 
So there you have it. It appears that a few doctors 
specializing in anesthesia, and their medical friends, 
have in mind the immediate extermination of nurse 
anesthetists. Not all physicians share this view. 


The foregoing explains in part at least why you 
are concerned about the future of nurse anesthesia. 


I want to make very plain at the outset, that I am 
a physician and a member of the Erie County Medi- 
cal Society ; and I am, therefore, in the doctors’ cor- 
ner. Perhaps it might be well to state, in view of 
this, that I really appear here this morning as sort 
of an unofficial referee. 


Although I am a physician and a member of the 
Erie County Medical Society, I think I am a fair- 


' 








minded person, and inclined to be practical and ap- 
proach public questions in a reasonable spirit and 
frame of mind. Many other medical men are like 
minded. I would caution the young ladies present 
this morning, therefore, not to become unduly ex- 
cited about this situation, because it is still in the 
“resolutionary” stage. The time for you to become 
alarmed is when it gets to the “revolutionary” stage. 


In a letter addressed to Dr. Milton G. Potter, Miss 
Grace McCormick, Buffalo, N. Y., President of 
District No. 1, New York State Nurses’ Association, 
says: 

“My dear Dr. Potter: 

“Our committee, appointed to confer 
with certain members of the Erie County 
Medical Society, has reported a conference 
with Dr. L. F. Anderson, at which confer- 
ence you were, unfortunately, not present. 


“As president of District No. 1, New 
York State Nurses’ Association, | called 
together my Executive Board to receive the 
report. We decided that the nurse anes- 
thetist, as such, does not function in the 
capacity of practicing nurse, although her 
training and licensing as a registered nurse 
permits her to continue in her profession if 
she so chooses. We feel that adding the 
word ‘anesthetist’ takes it outside the nurs- 
ing profession. 


“The following statement was drawn up 
by the Executive Committee of District No. 
1, New York State Nurses’ Association, 
and approved by the State Board at its meet- 
ing in Albany last Saturday, March 26. 


ace 


At no time either in the past or at the 
present time, and it is inconceivable that in 
the future, registered nurses would in any 
way compete with the medical profession. 
The practice of nursing is defined as fol- 


lows: 


“*A person practicing nursing is one who 
performs or holds herself out as able to 
perform under the direction of or in co- 
operation with a licensed physician, thera- 
peutic and nursing procedures for the pur- 
pose of preventing, relieving or curing 
physical or mental illness, or who shall offer 
to undertake to perform such procedure for 
compensation or for personal profit. 

‘Any other procedures, save those that 
appear in the above statement, do not enter 
into the practice of nursing and are without 
the jurisdiction of nursing executives or 


associations.’ 





“T trust this will prevent any further mis- 
understanding between the Medical Society 
and Official Nurses’ Association. 

“Yours sincerely, 
(Signed) Grace McCormick.” 


As you will note, she says anesthetists while in 
action are not nurses, even though they have been 
trained as such; and that, therefore, the New York 
State Nurses’ Association is not especially concerned 
with their welfare. The note defines the practice of 
nursing, but does not give an opinion as to whether 
or not an anesthetist is engaged in the practice of 
medicine. Miss McCormick says an anesthetist is 
not a nurse. She does not say an anesthetist is a 
doctor. I suppose it was the only thing Miss Mc- 
Cormick logically could do; announce that this was 
not her scrap and neatly step aside. On the other 
hand, this document hands out cold comfort to the 
nurse who makes a living as an anesthesia technician. 


At present the status of nurse anesthetists in Buf- 
falo, numerically, is as follows: There are five at 
the General Hospital, one at Mercy, one at Our 
Lady of Victory, one at Millard Fillmore, six at the 
City Hospital, and two at the Children’s Hospital, 
a total of sixteen. 


It has been said that one of the disadvantages of 
relying on nurse anesthetists is that there is a very 
rapid turnover; that they disappear in one way or 
another and recruits have to be obtained and trained, 
with the result that the hospital never has on hand 
a corps of experienced technicians. The crew at the 
General Hospital seem to give the lie to this state- 
ment because all of the five have served anywhere 
from seven to twenty-five years, and perhaps longer 
than twenty-five; so in that institution at least, 
matrimony has not made any great inroads on the 
personnel. I do not choose to attempt an explana- 
tion. It may well be that nurse anesthetists, who are 
fairly intelligent young women, feel that it is more 
to their advantage to hear a fresh and handsome 
stranger talk in his sleep every day, and be paid for 
it, rather than hear the same old husband talk in his 
sleep every night, on a voluntary basis. 


The number of nurses in New York State engaged 
in anesthesia who belong to your Association is 147, 
according to President McKay, and there are an 
additional 100 who are not members. 


In the Buffalo City Hospital—and I quote our hos- 
pital because it is the only one that uses nurse anes- 
thetists almost exclusively for we have very few 
private patients—we maintain a full time corps of 
six anesthetists. Four of them are paid $1,440, one 
$1,221, and the youngest member $900 per annum 
all without maintenance. That makes a total pay- 
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roll of $7,881 per annum. These six anesthetists 
are responsible for every anesthesia given in the hos- 
pital; and of course we are obliged to maintain a 
day and a night crew. They serve not only in the 
operating room, but also must be present at con- 
finements. We will not permit bystanders to give 
an anesthetic to a woman in labor. It must be ad- 
ministered by one of our regular employees in the 
anesthesia department. 


For the nine months ending May 1, we gave, ac- 
cording to our records, 1,443 gas, ether and oxygen 
anesthesias. In addition there were 1,042 locals; 
spinals, 253; ether, 132; avertin and gas, 67; and 
3 sacrals, all given by nurse anesthetists with doc- 
tors present and in charge on each occasion. That 
makes a total of 2,940 per annum. If you add to 
this total our 800 deliveries in the hospital it will 
make a total of about 3,740 anesthesias during the 
year, or over 300 per month. Some of these are 
scheduled, but many are not. This is the anesthesia 
load which we must carry, and it is a sizeable one. 


So far as I know, nurse anesthesia in Buffalo is 
at least twenty-five years old; and perhaps older. 
Miss Wurtz, a pioneer in the field, told me that she 
was trained in Dr. Crile’s clinic, so she came from 
a good school. The Mayo clinic, I believe, until 
very recently employed nurse anesthetists exclusive- 
ly ; at least, they have a record of one hundred thou- 
sand operations so conducted. It has been the cus- 
tom for many years to have nurses, under medical 
direction, act as anesthesia technicians, so there is 
nothing new or novel about the procedure, and the 
record is good. An attempt has been made to com- 
pare the results obtained by medical anesthetists as 
against nurse anesthetists. The arguments and fig- 
ures advanced are not very convincing. I should say, 
by and large, that the results stand ‘neck and neck.” 
I should not want to attempt any exact comparisons 
between the two, but rather favor the general state- 
ment that the nurse record is close to the average 
medical record up-to-date. 


There are various reasons advanced by the doc- 
tors why nurses should be excluded from the prac- 
tice of anesthesia. I will not go into these as a good 
many are highly technical and finely drawn. I be- 
lieve the principal motive that prompts the doctors 
to take their present aggressive stand is an eco- 
nomic one. Theoretically, I am prepared to state 
that a well-trained medical anesthetist is better than 
a well-trained nurse anesthetist. So far as the Buffalo 
City Hospital is concerned, there never have been 
enough well-trained available medica! anesthetists to 
answer our needs at the price we can pay. It is ad- 
mitted by Dr. Anderson, in his paper, that there is 
a general shortage of skilled medical anesthetists, or 








would be if he succeeded in eradicating all the nurse 
anesthetists. The doctor further states it would 
take at least three years to fill in that gap. 


One of the reasons doctors give for preferring a 
medical anesthetist rather than a nurse anesthetist 
is that the former can estimate the pre-operative 
risk. That may be true; but personally I would not 
care to be passed on physically by the medical anes- 
thetist shortly before an operation. I should prefer 
to have my private physician, plus the surgeon, advise 
me. Any snap judgment as to how I might appear 
at the moment to the anesthetist, aside from emer- 
gencies, would not interest me very much because 
I believe the situation could not be _ properly 
evaluated in such a short period of time. Also, the 
man who confines himself to anesthesia is not an 
expert internist, and he does not hold himself out 
as such. 


The most important question raised by medical 
anesthetists is whether or not nurse anesthetists are 
medical practitioners. 


I think there are special laws regarding anesthesia 
in California, Ohio and Virginia. I am not familiar 
with them particularly. I believe in Ohio a nurse 
must be specially licensed to give an anesthetic. She 
may give it but must have a special license and train- 
ing. I do not recall the Virginia restrictions, if any. 
In California an attempt has been made to tighten 
the statutes so that none but physicians may give an 
anesthetic. 


“California has heretofore interpreted the 
Medical Practice Act of this State to include anes- 
thesia administration as part of the practice of medi- 
cine, and as such to be carried on only by medically 
licensed practitioners.’ But, adds the opinion, ‘We 
have also expressed the view that it is sufficient that 
a doctor of medicine be in charge of the administra- 
tion of anesthetics through the administration by an 
assistant, providing the responsibility for the giving 
of anesthetics is that of the licensed person, that the 
person actually administering the anesthetic do so 
as the assistant or “extra hands” of the licensed per- 
son, and that the assistant follows instructions of 
the licensed person and does not exercise independ- 
ent judgment in the diagnosis, treatment or condition 
of the patient.’ 


“This is a particularly interesting opinion, and its 
implications respecting hospital charges for anes- 
thesia merit the consideration of hospital manage- 
ments everywhere. It suggested the possibility that 
protection of the hospital against suit from this di- 
rection is needed. 


“It is interesting too, to note that although the ad- 
ministration of anesthesia is considered a part of 










the practice of medicine, laymen can administer it 
under the direction of a medical practitioner. . 


“Attorney Generals of the following states de- 
clared that administering an anesthesia is not con- 
sidered a part of the practice of medicine: Arizona, 
Arkansas, Colorado, Connecticut, Delaware, Illinois, 
Massachusetts, Montana, Tennessee, Vermont. 


“In all of the following states it is deemed suff- 
cient that a doctor of medicine be in charge of anes- 
thesia administration in hospitals, with the actual 
administering being conducted by some other person : 
Arizona, Arkansas, California, Connecticut, Dela- 
ware, Illinois, Missouri, Montana, Nebraska, New 
Hampshire, New Jersey, North Carolina, North 
Dakota, Ohio, Oklahoma, Washington, Wyoming. 


“In the following states either interns, nurses or 
both may administer anesthesia: Arizona, Arkansas, 
California, Connecticut, Illinois, Missouri, Montana, 
Nebraska, New Hampshire, New Jersey, North 
Carolina, North Dakota, Oklahoma, Tennessee, Ver- 
mont, Washington.” 


According to the quotations I have read the prac- 
tice of having nurses give anesthesia under the gen- 
eral direction of a physician apparently is legal. 


Now, what plan do the medical anesthetists of the 
County of Erie, State of New York, propose to sub- 
stitute for the nurse anesthetist set-up? The only 
constructive article I have been able to find which 
approaches the answer to this question is by Dr. 
Ralph M. Waters of the University of Wisconsin, 
Madison, Wisconsin. He is recognized as an out- 
standing authority in this field. No one else has 
come through with anything except a plan for ex- 
terminating nurse anesthetists. 


As a practical person and a referee, I say we 
should have at least a modicum of helpful criticism. 
If there is anything wrong with the present set-up, 
let us find out what it is and attempt to reorganize 
in a fair and reasonable manner. 


Dr. Waters starts off his paper on “The Require- 
ments of an Anesthesia Service” by saying: 


“Since I do not know of a completely adequate 
anesthesia service in any hospital in our country, I 
shall have to idealize to some extent in presenting to 
you what I personally consider the desirable require- 
ments of such a service. My remarks can be placed 
under six headings: 


“(1) Personnel; (2) Interdepartmental 
Relations; (3) Material Equipment; (4) 
Records and Filing Systems; (5) Under- 
graduate Teaching; and (6) Research 
Activities. 


“One assistant or forty may be required. Need 
for further help will depend on the number of 
operating rooms provided, it is true, but it will also 
depend upon the amount of cooperation which the 
staff is willing to offer in arranging schedules so that 
ten rooms are not working at ten and one at one 
o'clock. The whole staff working at one time adds 
to the cost of operation. The assistants may be pro- 
vided by one of three plans: (1) They may be full 
or part-time well trained medical graduates; (2) 
They may be graduates in the process of training for 
anesthesia; (3) A part or all of them may be tech- 
nicians. Whether the technicians are nurses or lay 
people matters little in my estimation. My experi- 
ence has been that a nurse’s training as such is of 
little or no value as groundwork for training in 
anesthesia.” 


So you have one friend at court among the medi- 
cal anesthetists. 


The Buffalo City Hospital to date has had little 
general or specialized help from the medical fra- 
ternity in any attempt at solving its anesthesia prob- 
lems. We have been compelled to work out our own 
salvation. Moreover, during the meeting at which 
Dr. Anderson read his paper hereinbefore mentioned, 
Dr. John H. Evans criticized adversely the anesthesia 
practices in the Buffalo City Hospital. 


Dr. Evans is one of the outstanding anesthetists 
of Buffalo, and successfully specializes in his field. 
He was appointed Professor of Anesthesia in the 
Medical School, University of Buffalo, four years 
ago. During his incumbency, to my knowledge, he 
has offered no reorganization plan for teaching anes- 
thesia to undergraduates. So far as I know he has 
offered no plan for post-graduate medical teaching 
in anesthesia. 


The Buffalo City Hospital is operated in close 
cooperation with the University of Buffalo—we are 
a teaching institution. All of our physicians, den- 
tists, dietitians, and supervising nurses are members 
of the faculty of the Medical School of the Univer- 
sity of Buffalo. We have an agreement, long in 
force, that no appointments shall be made to our 
medical or dental staff without the visé of the Uni- 
versity; and our Board of Managers has also said 
that the head of a department in the Medical School 
is the head of a corresponding staff department in 
the hospital; so during four years’ incumbency Dr. 
Evans has been in complete charge of anesthesia in 
the Buffalo City Hospital. He has never offered, to 
my knowledge, any practical plan for changing our 
present set-up of nurse administered anesthesia, or 
training our house, medical, and dental staff. I am 
not attempting any criticism of Dr. Evans—I am 
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simply stating a fact—and I want to emphasize the 
point that we will welcome a call by him. We will 
work with him for the improvement of our anes- 
thesia service in every way possible. I know Dr. 
Evans is engaged in making a living and therefore 
his time is limited; and an anesthetist, if he makes 
a non-professional appointment for a week from 
today, is probably letting himself in for some finan- 
cial loss, because at the time of the appointment he 
may have a professional engagement which must be 
kept. Nevertheless, I feel obliged to describe the 
situation so far as the Professor of Anesthesia in the 
Medical School, University of Buffalo, (and one of 
the leading medical anesthetists in the community) 
and the City Hospital are concerned. 


The resolutions hereinbefore mentioned and passed 
by the Erie County Medical Society and _ later 
adopted by the New York State Medical Society, so 
far as they may affect the City Hospital, apparently 
are just another set of resolutions. Nobody has 
called on us or offered a new plan of operation, or 
told us how to kill off the nurses and put in the 
doctors. We have assumed an attitude of watchful 
waiting. My explanation for the absence of the ex- 
perts, and particularly Dr. Evans’ inactivity, is that 
undoubtedly we have a tough nut to crack. 


One possible set-up for the City Hospital, on a 
strictly medical basis, would be a full-time chief at 
$6,000 per annum—TI do not believe we could get 
a man for that—and a full time assistant at $4,000. 
If- in addition we employed six residents and paid 
the prevailing rates for residencies at other hospitals, 
our work would run up to $14,896, as against the 
$7,700 budget we have now. In other words, it 
would double the expense of running the anesthesia 
department. The City of Buffalo has just cut our 
budget $125,000. If any one will show me how to 
double the cost of our anesthesia department and by 
this method help save $125,000, I think our Board 
would take him on as an expert. 


Concerning the training of medical undergraduates 
in anesthesia: I do not believe enough time could be 
carved out of the undergraduate curriculum to train 
a student so he would be worth his salt as an anes- 
thetist at the end of the four-year term. He must, 
during that time, complete his studies in the various 
sciences and clinical branches; and I would not per- 
mit him to give an anesthetic in view of his limited 
experience except under the supervision of a physi- 
cian or nurse who had been trained. So we can get 
no help from the medical undergraduates. If we 
maintained a graduate department the men in charge 
would be busy in the classroom covering basic 
science groundwork, and it would be at least a year 
before the residents in training might be in a posi- 
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tion to help; so if we employed six residents, we 
could use only four of them for a limited period in 
actual practice. 

Assuming we might be able to get enough money 
to set up the medical graduate plan, each year we 
would finish two trained anesthetists. At the end 
of five years we would have turned ten anesthetists 
loose on the community and saturated the market. 
Very shortly under this plan medical anesthetists 
would no longer be expert because this business of 
practicing anesthesia is like any specialized occupa- 
tion in part at least: A person must be constantly at 
it; doing it only occasionally means loss of skill, loss 
of confidence, other means of livelihood, and so on. 
So there might soon arise another practical difficulty. 
What shall be done after the market has been sat- 
urated with medical anesthetists? Would we then 
be confronted with an air-tight organization of medi- 
cal anesthetists demanding that we close our school ? 
I do not believe that the City Hospital Board would 
deliver itself over to any such plan as that, whether 
advocated by nurses, doctors or both. The hospital 
must always be in a position to help itself and avoid 
all possible embarrassments. 


Medical anesthetists, in order to accomplish their 


. present aims, must emerge from the “resolutionary” 


stage and pass over into the “revolutionary” stage, 
viz.: Shoulder a gun and march on to Albany; in 
other words, they must seek to change existing laws. 
That is easier said than done; and I believe that goes 
for all the States in the Union. When the doctor 
goes down to the State Capitol to argue his point 
the nurse anesthetist will trail him, and soon the 
legislators from the country, the suburban towns and 
the cities, after listening to all the arguments, may 
get together and quickly arrive at the conclusion that 
there are many practical difficulties in the way of 
amending the Medical Practice Act so that none but 
doctors may give an anesthetic. Perhaps the lawyers 
may come along and say it would be unconstitutional ; 
that it is not possible legally to declare that a doctor 
cannot have a nurse assistant, or an orderly assistant, 
or a physical therapy assistant, or a photographer 
assistant, or an anesthetist assistant, because it has 
been held, up-to-date, that anesthetists merely help 
the physician, and that the latter is responsible. Per- 
haps someone may raise the point that the average 
patient, when he engages a surgeon, accepts without 
question the standing and proficiency of all the lat- 
ter’s assistants, technicians and helpers. The invalid 
is not concerned with the professional training and 
rating of the individual designated to give the anes- 
thetic. Such matters are the responsibility of the 
surgeon in charge. Also lawmakers hesitate to say 
that a doctor working alone up in the hills may not 
legally call on the hired man for help. 





Up to date nothing has been accomplished by the 
Erie County Medical Society or the New York 
State Medical Society in the way of changing the law. 
Albany is the place to which they must go for action 
and that is the place where you may have your day 
in court if any attempt is made to change your legal 
status. If, eventually, any interference with your 
present economic rights is legalized I would say it 
will be a gradual change. I have lived to see the 
requirements for medical and nursing practice and 
education stepped up; and each time existing practi- 
tioners have remained undisturbed by virtue of a 
“waiver” clause. Amendments to the Nurses’ Prac- 


tice Act always have carried a waiver. I believe, 
therefore, that if the law is changed in regard to ad- 
ministering anesthesia existing anesthetists will be 


given a break. 


In conclusion, let me remind you again that I am 
with you this morning merely-as a referee. As I 
stated in the beginning I am a physician and, there- 
fore, in the doctors’ corner. If a practical, legal, 
and decent way can be worked out whereby in the 
future training in anesthesia must be confined to 
medical graduates I will help in every possible man- 
ner to legalize and administer such a plan. 
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Pustic Heattu NursinG. Third Edition. Mary 
Sewall Gardner, R.N., A.M. The Macmillan 
Company, New York. 1936. $3.00. 


This second revision since its first publication in 
1916 is a conservative acknowledgment of the prog- 
ress of the profession in that period. As explained 
in the author’s preface, “From the little group of 
women who in 1916 were employed for the most 
part by small private organizations, the nursing body 
has grown to a great army of over twenty thousand 
in this country alone, with more than half of this 
army working under public auspices.” 


The author does not attempt to discuss technical 
procedures, but confines herself to those principles 
and procedures which are applicable to the field as 
a whole, history of the movement, the educational 
facilities needed and available, relations to sponsors, 
either public or private, the administration of vari- 
ous types of public health nursing services, and the 
more recent problems of service are all discussed 
sanely and interestingly. 


The book will be of especial value to teachers and 
to those holding or preparing for executive positions 
in public health nursing. 


ee 


REMINGTON’S PRACTICE OF PHARMACY. By E. F. 
Cook and C. H. LaWall, J. B. Lippincott Com- 
pany, Philadelphia. 1936. $10.00. 


For fifty years Remington's Pharmacy has been 
the guide and tool of the pharmacist in meeting the 
Standards of the U. S. Pharmacopeia and a store- 
house of pharmaceutical facts, techniques, and for- 
mulas not found in the Pharmacopeia. 


Book Shelf 


Dr. Cook has earned his place as dean of Ameri- 
can pharmacy by thirty-five years’ service as Chair- 
man of the Revision Committee of the U. S. 
Pharmacopeia. Over the same period Dr. LaWall 
has been in constant close association with Dr. Cook, 
as he was with Dr. Remington, until his death 
fourteen years ago. 


In addition to the complete sections on the chem- 
istry and compounding as applied to pharmaceutical 
preparations, the book goes rather fully into such 
items as arrangement and management of the phar- 
macy, drug manufactures, chemical assay methods, 
ampuls, ligatures and sutures, biological products, 
and useful formulas. It is both the necessary guide 
to the use of and compliance with the standards of 
the Pharmacopeia and a mine of other chemical and 
pharmaceutical information not included therein. 
It is as necessary a part of the equipment of the 
pharmacy as the sterilizer is to the operating room. 
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TEXTBOOK OF SURGICAL NURSING. 3rd edition re- 
vised. By Manelva Wylie Keller, R.N., Mac- 
millan Company, New York. 1936. $3.00. 


Fifteen years of use have given this text a stand- 
ard place in the teaching library. The author dwells 
more on the clinical manifestations of disease than 
on etiology or diagnosis or on the specific nursing 
techniques applicable to them. 


The book is simply written, the review questions 
at the end of each chapter are pertinent and the 
many illustrations should prove helpful to the stu- 
dent nurse in gaining her clinica! orientation and in 
her understanding of major nursing procedures. 
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Legal Decisions of Interest to Hospitals 


I HIS IS THE THIRD Of a series of notes upon 


court decisions in the several States, which affect 
hospitals or where the hospital was a party to the 


litigation. 


California 


An early case, Johnson v. Board cf Trustees of 
State Marine Hospital, 2 Cal. 319 (1852), dealt 
with the question whether a new hospital corpora- 
tion could be held liable for the debts of its prede- 
cessor. The charter of the old corporation had been 
repealed and a charter granted to a new one. The 
officers of the old hospital corporation were directed 
to deliver to the trustees of the new corporation “all 
property, real and personal, held by them in trust 
for the old institution.” An act of the legislature 
made it the duty of the new hospital corporation “to 
pay out of any funds which may come into its hands, 
all of the debts which may be owing by the old one.” 
The court held that all debts of the old corporation 
were to be paid by the trustees of the new one, thus 
making the funds of the new corporation subject to 
the debts of the old. 


Pecple ex rel Langdon v. Reid, 6 Cal. 289 
(1856), was a suit on behalf of Langdon to try 
the title of Reid to the office of resident physician 
of the State Insane Asylum. The act establishing 
any asylum provides that the resident pyhsician 
should hold office for two years, and until a suc- 
cessor was appointed and qualified. The legislature 
failed to elect a successor, whereupon the Governor 
appointed Langdon to the office, Reid refusing to 
surrender his position. Upon these facts the court 
held that, upon the failure of the Legislature to elect 
a successor, the office in question became de jure 
vacant, and that under his constitutional powers the 
Governor could appoint a successor, and that Lang- 
don was the proper incumbent. 


People ex rel The Attorney General v. Baine et 
al., 6 Cal. 510 (1856), was litigation which arose 
out of the failure of the legislature to classify the 
trustees of the Insane Asylum, thus presenting the 
question of validity of gubernatorial appointments. 
The court held that since there had been no classifi- 
cation, all of the trustees were originally elected for 
two years, and that when the legislature failed to 
elect successors, the governor had the power to fill 
the vacancies. 
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People ex rel Shoaff v. Parker, 37 Cal. 639 
(1869). Under a statute passed in 1866 which 
created a Board of Directors of the Insane Asylum, 
it was provided that “in case of a vacancy in said 
board occurring when the legislature is not in ses- 
sion, said board may fill said vacancy until the next 
assembling of the legislature and then the legisla- 
ture shall proceed to fill said vacancy for the unex- 
pired term only.” Shoaff was appointed by the gov- 
ernor to fill a vacancy caused by resignation. The 
question presented was whether the governor had 
such power in view of the statute creating the board. 
It was held by the court that, under the constitution, 
the filling of vacancies was committed to the gov- 
ernor only where the legislature had not provided 
for such vacancies, and that it having provided in 
the instant case, the governor was without power to 
make appointments. The vacancy having been cre- 
ated by resignation, the appointee selected by the 
board was to hold his place until a successor was 
appointed by the board or elected by the legislature. 


In People ex rel Flint v. Harrington, 63 Cal. 
257 (1883), it was decided that the office of “prac- 
ticing physician” of the Yuba County Hospital was 
a county office, and that a vacancy could not be 
filled by the board of supervisors except upon a pe- 
tition signed by thirty qualified electors, as provided 
for in the Political Code. 


Ex Parte Whitewell, 98 Cal. 73, 32 Pac. 870 
(1893), was a proceeding arising out of the issu- 
ance of a writ of habeas corpus. The petitioner 
Whitwell had been imprisoned by the sheriff for 
operating a hospital for the insane without license of 
the board of supervisors. The ordinance requiring 
the license also required that a hospital for insane 
persons be fire proof, be surrounded by a brick wall 
not less than eighteen inches thick, ‘not less than 
twelve feet high, and that the hospital must not be 
located within 400 yards of a dwelling or school 


house. 


The petitioner was ordered discharged from cus- 
tody. The court first held that the ordinance in 
question was unreasonable, and not a proper exer- 
cise of the police power of the county, and so, void. 
More important was the holding of the court that 
the business of maintaining a private asylum for the 
treatment of mild forms of insanity is a lawful busi- 
ness, and cannot be prohibited either directly or 


indirectly. 





People ex rel Moore v. King, 127 Cal. 570, 60 
Pac. 35 (1900), was an action on behalf of Moore 
to try the right to the office of medical superintend- 
ent of the Mendocino State Hospital. It appeared 
that a so-called “insanity law,” passed in 1897, had 
set out the requirement of at least three years’ ex- 
perience in the treatment and care of insane persons 
as a qualification for the office of medical superin- 
tendent. It was shown that the relator Moore was 
not qualified in this particular. 


The court decided that the new appointee, Moore, 
not being qualified, could not oust the former med- 
ical superintendent who possessed the requisite quali- 
fications, although the latter’s term of office had ex- 
pired. Further, it was decided that the incumbent 
could hold over until a properly qualified successor 
was appointed. 


Sherbourne v. Yuba County, 21 Cal. 113 (1862), 
arose out of the negligent treatment of plaintiff’s 
broken leg by the county hospital. The plaintiff also 
complained that defendant had not furnished him 
with sufficient wholesome food, that his bed was 
filthy, that he did not receive proper care from the 
attendants, and that the treatment of his leg by the 
physician resulted in his being crippled for life. 


The court held that a quasi corporation, such as a 
county, was not to be held liable for the acts of offi- 
cers or employees who it appoints in the exercise of 
the sovereign power of the state, pursuant to the 
requirements of a public law. So, under this deci- 
sion, the county is not liable to a patient for unskill- 
ful treatment by county physicians or county em- 
ployees. 


Brown v. La Societe Francaise de Bienfaisance | 


Mutuelle, 138 Cal. 475, 71 Pac. 516 (1903). Here 
the plaintiff secured a judgment against defendant’s 
hospital for damages on account of injuries suffered 
by him as a result of the unskillful treatment ren- 
dered by: defendant’s surgeon in setting his leg. 
Plaintiff was a pay patient. The defendant was an 
incorporated society which conducted a private hos- 
pital for the mutual benefit of its members, treating 
its sick members in consideration of the payment of 
dues. Other sick patients were also received by de- 
fendant for an agreed sum. 


The court held that as to patients not members 
of the society, defendant was liable for its negli- 
gence resulting in injury to such patients. It was 
also decided that the mere fact that defendant’s by- 
laws provided for charity as one of the aims of the 
hospital, would not make the society a charitable 
one; for the by-laws did not require the society’s 
funds to be applied to charitable purposes. 
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Thomas v. German General Benevolent Soci- 
ety, 168 Cal. 183, 141 Pac. 186 (1914). Plaintiff 
was the chef of the hospital maintained by defend- 
ant, and brought suit for injuries suffered when he 
fell into an ‘elevator shaft on the premises of de- 
fendant. An employee of the hospital had neglected 
to close the doors bordering upon the shaft. 


It was held that since the negligent employee was 
a fellow servant of the plaintiff, the latter could not 
recover from the defendant, and a judgment in 
favor of the plaintiff was reversed. 


Under the “fellow servant” rule of the common 
law, if one was injured as a result of the negligence 
of his fellow servant he could not recover from the 
employer. Application of this rule defeated recovery 
in this case. 


Williams v. The Pomona Valley Hospital As- 
sociation, 21 Cal. App. 359, 131 Pac. 888 (1913). 
Plaintiff sued for injuries received by reason of the 
negligence of defendant’s nurse in placing hot water 
bottles on his feet and burning them. The lower 
court gave an instruction to the jury which in effect 
directed the jury to ignore all lack of attention and 
observation on the part of the nurse after she had 
applied the bottles to plaintiff’s feet. The giving of 
this instruction was held to constitute reversible 
error, and a judgment for the defendant was re- 
versed. 


It was decided that when a nurse applies hot water 
bottles to an unconscious patient, she is under the 
duty to observe their effect upon him just as she is 
obligated to test the water before the application. 
This duty, then, does not stop with the testing of the 
water, but is a continuous duty of observation to 
prevent possible injury to the patient. 


Wilbur v. The Emergency Hospital Associa- 
tion, 27 Cal. App. 751, 151 Pac. 155 (1915). This 
was an action to recover damages for the death of 
plaintiff's minor son, while being treated for pul- 
monary pneumonia. Defendant’s negligence con- 
sisted in leaving a solution of bichloride of mercury 
in the patient’s room where he could reach it. The 
deceased got out of bed in a state of delirium and 
drank the solution. 


There was no evidence of the presence of the 
solution in the patient’s room for the twelve-hour 
period next preceding the alleged drinking of the 
solution. Likewise, there was no evidence as to the 
quantity or strength of the solution. 


Evidence offered on behalf of defendant tended 
to show that the condition of the patient after the 


HOSPITALS 





a DM ee ee A Ck i | 


alleged drinking was not such as would indicate poi- 
soning, but that the symptoms were such as would 
follow a recurrence of acute pneumonia due to a 
relapse. Upon these facts the court decided that 
the jury’s verdict for the plaintiff was based upon 
mere conjecture, and that the judgment must be 
reversed. 


Stewart v. California Medical Missionary and 
Benevolent Association, 178 Cal. 418, 176 Pac. 
46 (1918). Husband and wife sued here for in- 
juries caused the wife by defendant’s nurse negli- 
gently failing to cover hot water bottle which had 
been used in treating the wife. Judgments in favor 
of plaintiffs were taken in the lower court, and upon 
appeal these judgments were affirmed. 


The defendant claimed to be exempt from liabil- 
ity on the ground that it was a charitable corpora- 
tion, and in so claiming exemption, it relied upon 
its articles of incorporation. These were held not 
to be conclusive upon the question whether defend- 
ant was a charitable corporation. To the contrary, 
the character of such a corporation is to be deter- 
mined by the method in which it transacts its busi- 
ness. 


Now, the evidence adduced upon trial showed 
that defendant conducted its business in the name 
of the St. Helena Sanitarium, that there was noth- 
ing to show that it was operated as a charity, that 
no property had been conveyed to defendant for 
charitable purposes, that plaintiff had paid the regu- 
lar price for her room and for her operation. Fur- 
ther, it was shown that the defendant had never 
treated any patients without receiving adequate con- 
sideration. Such evidence demanded that a finding 
be made that the hospital was operated for profit. 
Consequently, the liability of this defendant for its 
negligent, acts would be the same as that of any 
profit-making corporation. 


Bowman v. Southern Pacific Company, 55 Cal. 
App. 734, 204 Pac. 403 (1921). The widow 
of Bowman sued for the wrongful death of her hus- 
band, alleged to have been caused by negligent treat- 
ment in defendant’s hospital. Defendant sought to 
rely upon the defense that its hospital was a char- 
itable institution. It appeared that defendant col- 
lected funds each month from its employees for the 
maintenance of the hospital. However, there was 
no showing that these funds were held in trust, or 
that the hospital was operated solely as a charitable 
institution, 


The court, then, finding that defendant’s hospital 


was not a charitable institution, held that the com- 
pany was liable for the negligence of its physicians 
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in treating the husband of plaintiff, and this not- 
withstanding proof that the company had exercised 
due care in the selection of its physicians. 


Levy v. The Superior Court of The City and 
County of San Francisco, 74 Cal. App. 171, 239 
Pac. 1100 (1925). This proceeding arose on a 
petition to annul a judgment of the lower court 
adjudging the petitioner to be in contempt of court. 
Upon advice of counsel, Levy had refused to an- 
swer questions asked by opposing counsel touching 
upon whether Mount Zion Hospital carried liability 
insurance, the nature of the policy, etc. 


The court, in annulling the judgment of contempt, 
held that it is immaterial on the question of liability, 
whether a charitable institution carries liability in- 
surance; for if it is in fact a charitable institution, 
it is exempt from liability for negligence. 


City and County of San Francisco and The 
County of Alameda v. Boyle, 191 Cal. 172, 215 
Pac. 549 (1923). In this decision the Supreme 
Court of California sustained the power of the board 
of supervisors of the city and county of San Fran- 
cisco to enter into a contract looking to the care and 
maintenance of tuberculosis patients in hospitals out- 
side the municipal limits, owned and operated by 
another county, or to contract with other counties to 
provide for the joint ownership and operation of a 
tubercular hospital. 


McBride v. Clara Barton Hospital, 241 Pac. 
941 (Cal.), (1925). A mother sued for injuries 
caused by the burning of her minor child, basing 
the action upon the negligence of one of defendant's 
nurses. A judgment for the plaintiff was affirmed. 
Defendant was a private hospital and sought to es- 
cape liability upon the grounds that the nurse whose 
negligence caused the injury was a special nurse, 
and that it had not been guilty of negligence itself. 


The court held that since no evidence had been 
presented by the defendant to show that the nurse 
was not in its employ, the trial court had properly 
withheld all issues from the jury except as to the 
amount of damages to be awarded. When plaintiff’s 
evidence had been introduced, which tended to show 
that the nurse was an agent of defendant, the burden 
was placed upon defendant to show lack of agency, 
and freedom from negligence, which it failed to do. 


Longuy v. La Societe Francaise de Bienfai- 
sance Mutuelle, 52 Cal. App. 370, 198 Pac. 1011 
(1921). Plaintiff sued for damages for injuries 
resulting in the death of his minor child, caused by 
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burns from an oil inhalator. Liability was based 
upon the negligence of a student nurse. The plain- 
tiff took a judgment which was reversed because of 
errors on the part of the trial court in admitting 
objectionable evidence. 


The important point of the case is that the stu- 
dent nurse had volunteered to remain with the pa- 
tient during the night, and had been given permis- 
sion to do so by the superintendent of nurses. The 
court held that the student nurse was directly en- 
gaged in the scope of her employment, while a vol- 
unteer, and that the hospital was liable for damage 
caused by her negligence. 


Meyer v. McNutt Hespital, 173 Cal. 156, 159 
Pac. 436 (1916). Husband and wife sued for in- 
juries caused by the carelessness of defendant’s em- 
ployees in allowing the wife to be burned about the 
legs by a hot-water bottle while unconscious. A 
judgment for plaintiffs was affirmed. 


The court was of the opinion that the doctrine of 
res ipsa loquitur was applicable; i.e., that the hos- 


pital was liable merely upon a showing that the plain- 


tiff had been burned. In addition, the court held 
that the doctrine applied whether the liability was 
based upon the carelessness of experienced nurses, 
or upon the defendant's negligence in selecting in- 
competent nurses. The evidence here was of cir- 
cumstantial character, being to the effect that plain- 
tiff had been operated upon, and that hot water 
bottles had been placed in her bed after the operation. 
This was said to be sufficient to warrant the con- 
clusion that the burns were inflicted while the pa- 
tient was unconscious and under the exclusive care 
of defendant's nurse. 


Phoenix Assurance Co., Ltd., of London v. Sal- 
vation Army, 256 Pac. 1106 (Cal.), (1927). De- 
fendant’s automobile was involved in an accident 
causing injury to the assignors of the insurance 
company. Defendant is an acknowledged charitable 
corporation. Plaintiff seeks to recover from the 
defendant the sum that it had to pay out on account 


of defendant's negligence. 


The court held that, although defendant was a 
charitable institution, and although its driver was at 
the time of the accident engaged in furthering the 
purposes of the corporation, still it was liable as any 
other corporation for the negligence of its servants 
resulting in injury to third persons, or persons who 
were not beneficiaries of the charity. 


Lewis et ux v. Y. M. C. A., 273 Pac. 580 (Cal.), 
(1928). The plaintiff brought this action for in- 


juries caused to his wife while she was swimming 
in defendant’s pool. Defendant attempted to rely 
upon its charitable status. The court, however, af- 
firmed a judgment for plaintiffs because the defend- 
ant had failed to allege and prove that it had used 
reasonable care in the selection of its agents and 
employees, attendants in the pool. 


Mautino v. Sutter Hospital Association, 285 
Pac. 369 (Cal.), (1930). Plaintiff, a nurse in the 
private employ of a patient in the defendant hospital, 
brought suit against defendant for injuries received 
in a fall, due, it was alleged, to the slippery condition 
of the corridors. Plaintiff took a judgment which 
was reversed because it was shown from her own 
testimony that she was guilty of contributory negli- 
gence, i.e., it was shown that she had continued to 
use the corridors when she knew of their dangerous 
condition. 


With respect to the status of the plaintiff, she was 
an invitee of defendant hospital. Under these cir- 
cumstances the defendant owes the invitee the duty 
to exercise reasonable care to keep the premises in 
a safe condition. The court:being satisfied that such 
care had been used, and the plaintiff being guilty of 
contributory negligence, no recovery could be had. 


Stonaker v. Big Sisters Hospital, 2 Pac. (2) 
520 (Cal.), (1931). Plaintiff sued two nurses and 
a surgeon for injuries caused by removal of ade- 
noids. The action is based upon negligence in fail- 
ing to examine the anesthetic apparatus during the 
operation, resulting in the administration of an ex- 
cessive amount of ether, which in turn required 
removal of the patient’s adenoids to relieve his lungs. 


The court decided that a judgment had been prop- 
erly rendered in favor of defendants, for the plain- 
tiff’s evidence failed to make out a case against them. 
It was held that a person accepting the benefits of 
a charity impliedly exempts it from liability for the 
negligence of servants, provided the servants have 
been selected with due care. 


The fact that plaintiff was a pay patient was held 
not to control on the question of liability. Further, 
it was held proper to exclude evidence showing that 
the hospital had procured insurance against risks of 
the kind in suit. 


Bellandi v. Park Sanitarium Association, 6 Pac. 
(2) 508 (Cal.), (1932). This was an action for 
damages for the death of plaintiff's brother, caused 
by the application of a tourniquet, and by the ad- 
ministration of an excessive amount of ether, these 
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measures having been taken by defendant to subdue 
the deceased. It was shown that the patient was 
not insane, being merely excitable, and that his con- 
dition did not require the use either of a tourniquet 
or of ether. Under these circumstances the court 
held that a judgment was properly rendered for 
plaintiff. 


Those institutions which receive for compensation 
persons who suffer from mental diseases should have 
reasonable devices of restraint and sufficient attend- 
ants to handle violent cases with the least danger to 
the patient. 


The deceased here had asked for and had been 
refused his clothes. He became excitable, where- 
upon the measures referred to were used to quiet 
him, resulting in his death. 


Inderbitzen v. Lane Hospital, 12 Pac. (2) 744 
(1932). Plaintiffs, husband and wife, appeal from 
an order of nonsuit in an action for damages for the 
alleged negligent treatment of the wife during de- 
livery of her child. The order was reversed. 


The cause of action was grounded upon the fact 
that the patient had been examined per rectum and 
per vagina by an unlicensed medical student, and by 
a licensed physician, neither of whom had taken the 
precaution of sterilizing their hands, thus produc- 
ing an infection. In addition, complaint was made 
that the patient, at various times, had been sub- 
jected to rough treatment by medical students. 


One of the grounds taken by defendant was its 
charitable status, and that plaintiffs had not shown 
it to be other than a charitable institution. The 
court pointed out that this was an affirmative de- 
fense to be proved by the defendant. Further, it 
had been established by earlier decisions that hos- 
pitals may be liable for the tortious acts of physi- 
cians employed by them to furnish treatment to pa- 
tients. 


It was decided that the court could take judicial 
notice of the danger of infection from a vaginal ex- 
amination made under the conditions of the one in 
suit. 


Baker v. Board of Trustees of Stanford Univer- 
sity, 23 Pac. (2) 1071 (1933). Plaintiffs, husband 
and wife, sued for damages on account of defend- 
ant’s negligence. Verdicts and judgments were had 
in favor of plaintiffs, and the Supreme Court af- 
firmed. The principal defense was that the Palo 
Alto Hospital, operated by defendants, was a char- 
itable institution. 


While charitable hospitals are exempt from the 
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consequences of their negligence, they must affirma- 
tively establish their charitable status. It appeared 
that there were no rules permitting this hospital to 
administer free services, and while the University 
is a corporation created to administer an educational 
trust, no legislative acts provided that trust funds 
should go to support the hospital. The evidence was 
to the effect that it was operated for profit. Since 
in some cases a charity may operate an enterprise 
for profit, and become liable for its negligence in so 
operating, the defendants’ hospital, being a profit 
making institution, was similarly liable. 


Ritchie v. Long Beach Community Hospital, 34 
Pac. (2) 771 (1934). This case is of value in 
that it establishes the principle that if a corporation 
is essentially a charitable one, the mere fact that 
one of its departments (the x-ray laboratory) earns 
a profit, does not affect the general status of the in- 
stitution. Further, the department showing a profit 
is not to be considered apart from the hospital itself 
in determining whether it is a charitable institution. 


Hallinan v. Prindle et al., 29 Pac. (2) 202. The 
plaintiff sought recovery of damages for injuries 
caused by the negligence of a nurse and a doctor in 
injecting formalin instead of novocaine for a local 
anaesthetic. Plaintiff attempted to rely upon the 
doctrine of res ipsa loquitur, but the court held that 
where the plaintiff affirmatively alleges and proves 
how the injury was done, he cannot rely upon the 
doctrine, for there is no need for its application 
under such circumstances. 

The case also reaffirms the principle that the ques- 
tion whether a hospital is a charitable institution 
depends upon the method in which its business is 
transacted, and does not depend exclusively upon its 
charter or articles of incorporation. 


Criss v. Angelus Hospital Association of Los 
Angeles et al., 56 Pac. (2) 274 (1936). Plaintiff 


sued the hospital and defendant doctors for mal- 


practice resulting in the death of his infant from 
impetigo. A judgment for plaintiff was affirmed. 


The plaintiff had been sold a contract of hospitali- 
zation by one of defendant's agents. This contract 
called for obstetrical services for the wife of plaintiff. 


The court decided that there was sufficient evi- 
dence to support the findings of the jury that the 
doctors had negligently permitted the infant to be- 
come infected, that they had been negligent in treat- 
ing the infant after infection, and that they had been 
negligent in discharging the mother and infant at a 
time when suffering acutely from impetigo. 











An Interesting Decision of the 
English Courts 


HOSPITALS is indebted to The Nursing Times, 
London, for the following report of an interesting 
decision holding a maternity home liable for dam- 
ages awarded a woman who contracted puerperal 
fever while a patient in the maternity home: 


“Medical and legal journals have been comment- 
ing at some length on the future implications of the 
judgment given against the Lindsey County Coun- 
cil when, in 1933, a patient contracted puerperal 
fever in a maternity home administered by the 
council, and sued the council on the ground that 
they did not provide her with the private room 
they had promised; that the home was not closed 
on account of infection; and that they failed to in- 
form her, her doctor, or her husband of such in- 
fection. Damages of £750 were awarded, against 
which the counci! appealed and lost, the case finally 
going to the House of Lords, where it was again 
lost. 


“The Law Journal states the case very concisely 
as follows: ‘The appellants, the Lindsey County 
Council, owned and controlled a maternity home 
which was carried out by them under statutory 
powers. Some of the beds were in single rooms 
known as private wards, and the remaining beds 
were in public wards. The patients were attended 
by their own doctors, the appellants providing a 
nursing staff. The appellants administered the 
home through their maternity and child welfare 
committee, consisting partly of members of the ap- 
pellants’ council and partly of co-opted members. 
That committee had a sub-committee which met 
every two months for the management of the home, 
and which was advised by a Dr. Campbell and a 
Dr. Stott, who was also the medical superintendent 
of the home. The duties of the doctors were purely 
administrative, and they took no part in the treat- 
ment of any of the patients.’ 


““It appears that the plaintiff, a Mrs. Mar- 
shall, had booked a private room at the home. She 
presented herself on July 12 and was told that no 
private room was then available. She consented, 
however, to enter a public ward until a single room 
was free, but neither she nor her husband nor her 
doctor was told that within the previous eight days 
there had been two cases of puerperal fever. On 
July 16 four other cases developed puerperal fever, 
and the next day, the day that a single room was 
available for Mrs. Marshall, she herself con- 
tracted it. 


“*The council appealed on the ground that they 


could not be responsible for the negligence of their 
advisers, Dr. Campbell and Dr. Stott, who in such 
matters were not their servants; that the council’s 
responsibility ended when they had taken every 
precaution to assure themselves of the competence 
of their staff. Their lordships upheld the conten- 
tion of the original special jury that the council 
were in fact negligent in inviting a patient into a 
home of theirs which they had reason to suspect 
was unsafe. 


“Tt has, of course, been laid down in such fa- 
mous precedents as that of Hillyer v. the Governors 
of St. Bartholomew’s Hospital that hospital authori- 
ties are not responsible for the mistakes of the 
medical and nursing staff in matters of professional! 
skill. This immunity, however, does not extend to 
administrative matters, such as seeing that the food 
is adequate, the drains are in good repair, the prem- 
ises safe, and so on. In this particular case fumi- 
gation had been carried out, but in Lord Hailsham’s 
opinion, as soon as the first case was diagnosed it 
was incumbent on the home to search for a carrier 
among the staff by the usual methods of taking 
throat swabs, and this apparently was not done. 
(The matron said that she took her orders from 
the medical superintendent as to what precautionary 
measures were advisable. ) 


“*Thus the question of whether a patient, or her 
husband or doctor, should be warned of the ele- 
ment of danger in the home was judged to be an 
administrative matter, for which those who main- 
tained the hospital must be held responsible. They 
would, in the same way, be held responsible for the 
dangerous state of their hospital drains, which it 
would be the duty of their technical adviser in these 
matters (namely the sanitary engineer) to report. 
They could not shelve responsibility by saying that, 
knowing nothing of drains themselves, the charge 
of negligence should be leveled at the engineer. 


“Tt will be noted in this case that the plaintiff 
had no criticism to make against the actual medical 
and nursing care given to her personally, a matter 
outside the purely administrative sphere. With re- 
gard to the inability to supply the booked single 
room the Public Assistance Journal suggests that 
there should always be a proviso, at the time of 
booking, that “the agreement is made subject to the 
accommodation being available at the time of ad- 
mission.” 


“Whilst on this subject of administrative respon- 
sibility, it is worth remembering that the wording 
of the new Ministry of Health circular on the duty 
of hospital authorities to ensure that surgical catgut 
is really sterile brings up another point on which 
administrative vigilance is required.’ ” 
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A Study of Laundry Costs at the Paterson 
General Hospital 


With Special Emphasis on the Comparison of 
Commercial vs. Hospital Service 


EDGAR CHARLES HAYHOW, M.A., B.C.S. 


Superintendent, Paterson General Hospital, Paterson, N. J. 


|; ARE SIGNIFICANTLY whole or 
unit institutions; any complete service to the indi- 
vidual patient embodies, by necessity, the totality of 
all departmental activities. An attempt has been 
made to obtain factual information concerning these 
varied activities of the hospital in the light of physi- 
cal accommodation and personnel in relation to ac- 
cepted standards. 


Statistics show the hospital has been increasing 
constantly its patient load and clinical services. It is 
logical to expect there is a point beyond which 
kitchens, laundry, laboratories, pharmacy, power 
plant, office space, et cetera, cannot function. 


Despite the present financial conditions and the 
unlikelihood of a campaign for capital funds in the 
near future, such a combined “service” study should 
be made now to coordinate these functions and plan 
for necessary future expansion. 


The Laundry Department Becomes a Problem in 
an Expansion Program 


An expansion program in 1930 increasing patient 
accommodations has focused an acute problem 
in the laundry departments of the Paterson Gen- 
eral Hospital. In order to ascertain factual infor- 
mation concerning the statistical details of this 
department, the following study was undertaken. 
Because of various suggestions relative to the pos- 
sible financial advantage of employing commercial 
service (either whole or in part) as compared to our 
present system, cost schedules of comparative serv- 
ices are included.* 


The approach to the problem was as follows: 


A. To assemble such data as necessary concern- 
ing the operation of the Paterson General Hospital 
institution. 


1. To determine the load poundage sub- 
divided into work classifications 


*The literature cites several onvinions where laundry should 
be maintained under the immediate direction of the institu- 
tion, irrespective of the price factor. 
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2. To undertake time studies in relation to 
equipment capacities and assigned ma- 
chine loads 


To determine unit costs of direct labor, 
supplies, maintenance, repairs, and over- 
head of operating present plant 


To check the present poundage against 
floor space requirements 


B. To review the literature in an attempt to com- 
pare costs and performance between the Paterson 
General Hospital and other institutions. 


C. To assemble data from various hospitals of 
more or less comparable size, function, location, pa- 
tients census, and personnel loads in an attempt to 
compare functional activities. 


Volume Analysis Showing Present Poundage 


(A week seemed the logical period suitable for the 
study ) 
Item Lbs. Unit 

(a) Flatwork Pes. Wk. Wet. Lbs. Wk. 
Abdominal Binders ...... 563 45 254 
Baby Dresses 370 .10 37 
Bed Pan Covers......... 1,565 10 157 
Bibs 05 4 
Breast Binders 325 123 
Children’s Shirts 15 15 
Crib Linings de 10 
Crib Sheets 6 527 
Ceee TN bi nes Lc ee : a 269 
Diapers ll 329 
Draw Sheets ‘ 8 3,160 
Fetter, Hoots 2 oss 08006 ee ? io 105 
Ether Caps 05 11 
Face Cloths 75 .10 275 
GIOVE" CaseSiee che Sa S575 13 
Hand Towels .22 3,270 
Hot Water Bag Covers.. 21 40 
Ice Bag Covers.......... 21 12.6 
Ice- Cap Covers......... 37 10 4 
Kitchen Pants 6 -t. 6 
i a. a re 3.265 ° 17 5,550 
Napkins 2,516 125 314 
Pe COO 5 vcs cice een 2,325 ao 815 
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Porters’ Underwear 

Screen Covers 

So, Pillow Gases..of..45% 42 
SerGGs a0 6 o62e be eee 


Pieces Per Occupied Patient Bed 


Occupied Total Average Pieces 
Hospital Patient Beds Pieces Per Week Per Day 


Paterson General 


T. Binders 

Table Cloths 
Table Tops 
Tray Covers 


Wheel Chair Covers..... 


Total Flat 
(b) Tumbled 


Baby Bed Pads 
3aby Blankets 
Bath Blankets 
Bath Mats 
Bath Robes 
Bath Towels 
3ed Pads 
Blankets 
Children’s Gowns 
Clothes Bags 
Doctors’ Gowns 
Pajamas (Prs.) 
Patients’ Gowns 


(c) Pressed 
Belts 
Chefs’ Caps 
Curtains 
Long White Coats..... 
Men’s Shirts 
Nurses’ Aprons 
Nurses’ Bibs 
Nurses’ BI. 
Wh. 


Short cr ae 


Technicians’ Uniforms .. 


White Pants 


Total Pressed 
Grand Total 


Wir wN 
oO , 


wo 
\O 
_ bo 
ut 


Hospital 
Hospital A 
Hospital B 
Hospital C 


52,694 
35,000 
18,568 
23,705 


200 28 
206 29 
176 25 
146 21 


Uniforms... 
Nurses’ Wh. Uniforms. . 


mb Ul 


3 
19,6179 


Lbs. Unit 


Pcs. Wk. 


6,740 


Pes. Wk. 
11 
8 
18 
12 
61 
700 
519 
104 
100 
57 
10 
10 


1,610 


«Pes: 52:694 


Wet. Lbs. Wk. 
1. 162 
42 210 
1.2 193 
85 5 

2. 222 

62 1,465 

fee 740 

2.20 825 

48 

48 

376 

163 

1,680 


6,137 


bs. Unit 


Wet. Lbs. Wk. 
.06 66 
oF .” 1. 
1.8 
18 
30.5 
490 
89 
ris 
84+ 
71 
12.5 
11.8 
885.26 
Lbs. 26,640.16 


_— 


mh Ne Nut e 


COurmbhon 
tut 


ee 


Recapitulation of Volume 


Flatwork 
Tumbled 
Pressed 


Potala: odina. 22604016 


Pounds 
19,617.9 


Per Cent 

of Total 
Ja 
23.2 


5.3 


100.0 


Occupied patient beds—263 


It is appreciated that a sample of four cases can- 
not be used as a criterion. Little published data are 
available of individual laundry loads; these three 
samples were taken at random. Roughly, two pieces 
of hospital linen approximates one pound. This is 
averaging all hospital laundry. On this basis the 
estimated poundage of the above institutions would 
be: 


Total 
Poundage 


Unit Poundage 
per Day 


Occupied 
Hospital Patient Beds 


Paterson General 
Hospital 
Hospital A 
Hospital B 9,284 12.62 
Hospital C 11,852 10.44 
Twelve pounds of linen per bed per day is an ac- 
cepted standard for the average hospital. The few 
cases cited above exceed this standard. No definite 
conclusions can be drawn concerning the figure of 
14.47, other than there is apparently no shortage of 
linen used. Some effort has been made to check 
the routine supply and distribution in accordance to 


14.47 
14.71 


26,640 
17,500 


the adequacy or surplus of various supplies. There 
seems to be no uniform system of recording or re- 
porting this type of information and such a study is 
recommended. 


Figures on the Capacities of Present Equipment 
as Compared With Present Poundage 
(a) Washing 
1. Pounds per week—26,640.16 
2. Pounds per peak day, 22.5°/ 
6,000 
Washer runs per 8 hour day—7/ 
Pounds per washer run—860 


of total— 


Capacity of present washers : 2—42’’x84” 
300 Ibs. = 600 
(b) Extracting 
1. Pounds per peak day—6,000 
2. Hours per peak day—8 
3. Pounds per hour—750 
4. Capacity of present extractor—565 
(c) Tumbling 
1. Pounds tumbled work total—6,137 


Pounds per occupied patient bed per 
week—101.29 2. Pounds tumbled work peak day—1,380 
Pounds per occupied patient bed per 3. Pounds tumbled work per hour—173 


day—14.4/ ; 4. Hourly capacity of present tumbler—93 

Pieces per occupied patient bed per 
week—200 plus 

Pieces per occupied patient bed per 1. 
day—28 2. Pounds per peak day—22.5%—4,414 

3. Pounds per hour—552 


(d) Flatwork Ironing 
Total pounds ironed—19,617.9 


A comparison with other institutions follows: 
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4. Hourly capacity with 10 operators of pres- 
ent flatwork ironer—575 Ibs. 


(e) Pressing 
Pounds per week—885.26 
Pounds per peak day—22.5‘% of total— 
200 
Pounds per hour—25 
Hourly capacity of present presses—15 
Ibs. 

This analysis clearly shows the reason for the 
present condition of operating fifty-four hours per 
week. The addition of 260 pounds per washer run 
over present normal capacity necessitates continuous 


“overtime” operation in peak seasons. This increase 
in load applies also to extractor and tumbler service. 


Estimation of Direct Labor and Supply Costs 
for Handling the Present Poundage 


Total Per Year 

$ 9,815.10 
1,213.84 
1,149.54 


Salaries’ 
Supplies 
Replacements* 
Overhead Charges*** 
Water, 52,500 cu. ft per 
week at $14.04 per M.. 
Steam, 20,000 Ib. @ $12.00 
per day 
Electric Power, 30 H.P. @ 
$4.00 per day 


738.00 
3,744.00 
1,248.00 


$17,908.48 
5. Cost per week, labor, supplies, maintenance 
and overhead—$344.39 
6. Pounds processed per week—26,640.16 
7. Cost per 100 pounds—$1.29 


Commercial Laundry Costs 


It is conceded that a number of large hotels, col- 
leges, Y. M. C. A.’s, et cetera, contract their work 
Hospital experience had 
Yet it seems logical 


with commercial firms. 
proved this system costly. 
that a commercial firm catering to these types 
of institution could compete with hospital operating 
costs. Previously no study had been made here to 
determine accurate comparative costs. A commercial 
organization was contacted and it estimated a flat rate 
of $.0225 per pound for flat and tumbled work. Press 


*Item of Replacement much greater than normally due to 
extraordinary repairs. 

**Items of Overhead Charges are estimated; special meters 
were not installed for the study. 

‘Includes only direct labor; no part salaries are apportioned 
for superintendents, housekeeper, purchasing agent, ete. An 
additional worker was augmented in March, 1936 @ $660 per 
annum, 

“In determining direct cost, insurance, building deprecia- 
tion and pro-rated indirect labor are not included. Depre- 
ciation of equipment is deducted from capital account but 
not considered as an expense. 

(Note) Depreciation @ 10% with interest @ 6% amortized 
over the depreciation period. 
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and starch work was quoted on a per piece plan aver- 
aging approximately ten cents per piece. It was also 
felt that much bulk work used in hospitals would not 
be suitable for commercial work. Consequently, only 
a bulk of 14,712 pounds was estimated. The cost of 
this loadage approximated $390 a week or $20,280 a 
year. The cost of a bulk of 26,640 pounds at $.0225 
a pound totals $586.08 per week or $30,476.16 per 
year. In addition the cost of starch work aggre- 
gated $62.92 a week or $3,271.84. The combined 
cost per year would be $33,748.00. 


Estimated Cost of Average Hypothetical Plant 


Inasmuch as rent and depreciation were not in- 
cluded in determining the cost per day per occupied 
bed, it was thought advisable to estimate an average 
cost (inclusive of these figures) for a hypothetical 
laundry program adequate to handle a comparable 
load. This would provide a basis to compare costs 
with accepted standards. A basis of twelve pounds 
per bed per day is estimated. This study was pre- 
pared by persons experienced in laundry accounting. 
A note stated “All the above cost figures are very 
conservative as we always figure costs high when 
preparing estimates of this kind.” 


The average hospital will figure from ten to twelve 
pounds of linen per bed per day. Using the latter 
figure to arrive at peak demand, we estimate that a 
275 bed hospital will average 


12 Ibs. x 275 beds — 3300 lbs. per day 
x 7 day/wk. — 23,100 lbs./wk. 


To efficiently handle this volume of work, the fol- 
lowing equipment is recommended : 


2—Washers—42”x84” 
1—Washer—42”x54” 

1—Utex Washer—24”x36” 

1—Open Top Extractor—48” 
1—Extractor—30” 

1—Six roll Flat Work Ironer—120” 
1—High Speed Tumbler—42”x60” 
4—No. 5138 Zarmo Presses, set in units of 2 
1—Twenty-five gallon Starch Cooker 
1—Three compartment Laundry Tray 
1—Sixty gallon Soap Tank 

3—Monel Metal Truck Tubs 

2—No. 1802 Ironing Boards 


1—Air Compressor* 


Miscellaneous equipment such as canvas trucks, 
jars, tables, etc. 


The total estimated cost of this equipment ap- 
proximates $28,000. 


*It is noted that the above list includes one 42”x54” and 
24”x36” washers, 30” Extractor and one Press in addition to 
the present hospital equipment. 











Estimated Operating Costs Per Year 


Total Padding for Flatwork Ironers and Presses 


Total Water 594,048 cu. ft. @ $.10/100 cu. ft 


Total Washroom supplies 24,480 lbs. work @ $.00125 x 52 wks 


Total steam to process 65,936 B.LHP @ $.02— 


Total steam to heat water 90,889 B.HP @ $.02— 
Total electric power 56,409 KW @ 80% load factor—45,127 KW @ $.03 


Rent 3,300 sq. ft. @ $.30 
Labor, 14 operators @ $212.00 wk. x 52 


Depreciation @ 10% with interest @ 6% amortized over the depreciation period—13.3% 


Approximate total cost per year 


3,137.00 
1,354.00 
990.00 
11,024.00 
3,724.00 


$23,114.00 


$23,114 —— 1,201,200 Ibs. yr = $.019 approx. cost per Ib. 


Figures Indicating the Amount of Floor Space 
Desirable for Proper Operation of the Laundry 


The following table compares the floor space in 
use in two representative general hospital laundries 
in other cities with that now in use at Paterson Gen- 


eral Hospital : 
Sq. Ft. Sq. Ft./ 
‘Hospital imei an te ee ee 
X Hospital.... 33,513 499 8402 16.85 25.1 
Y Hospital.... 86,400 600 12,992 216 15.0 
Paterson General 
Hospital .... 26,640 263 1,850 7.04 7 
Both hospitals X and Y are large teaching insti- 
tutions. They are used in this study because of the 
availability of the desired information. For general 
estimates, where space is a factor, twelve square feet 
per hospital bed is a conservative measure to use for 
Important factors for consideration 
are type of hospital service planned, type of com- 
munity, presence of teaching programs, housing of 
personnel, number of dining rooms and type of 
meals served. 


computations. 


Recapitulation 


A comparison of costs follows : 


Per Lb. 
A. Actual cost of Present Hospital Load’... .$.0129 
B. Estimated cost of 275 bed Hospital Laun- 
PR kien. bbb eo peeeseae 019 
C. Estimated cost with outside commercial 
OT 308s cera ded panenveteeeReeeen 023 


Comparative Per-Capita Costs of Laundry Service 


Thirty-two general hospitals in North Carolina 
reported an average per capita laundry cost per pa- 
tient day of twenty-four cents; nine serving white 
patients reported twenty-seven cents. Twenty-five 
general hospitals of South Carolina reported an av- 
erage of seventeen cents; eight general hospitals 


‘Actual direct expense of present laundry excluding indi- 
rect overhead, rent and machine amortization. 

“Includes full complement of new equipment and cost fig- 
ures to include all indirect charges (insurance, depreciation, 
rent). 

‘Includes estimates for flat and hand work. 

(Fazio and Resler estimated in 1928 a ratio between com- 
mercial costs (1927) and hospital costs (1928) to be $10,071.46 
and $4,947.31, respectively.) 
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serving white patients reported twenty-one cents. 
The average per capita laundry cost per patient day 
for 1929 in the Paterson General Hospital was 
twenty cents—in 1935, seventeen cents. This sur- 
vey reported a laundry cost of approximately five 
per cent of total expenditures; white patients 5.6%. 
Paterson General Hospital shows 3.95% for 1935. 


A study of Canadian Hospitals showed laundry 
costs per patient bed as follows: 


Hospital A—300 beds......... $ .10 
Hospital B—286 beds......... 18 
Hospital C—130 beds 


Paterson General Hospital laundry cost per pa- 
tient bed in 1929 was $ .11. 


Little credence can be given to these figures as no 
detailed accounting information accompanied the 
study. The figures indicate the need of a standard 
form of accounting. 


A review of the literature stressed the advantage 
of the hospital maintaining its own laundry, equip- 
ment and control. The importance of service of the 
hospital laundry was emphasized. One article esti- 
mated a savings of twenty per cent after the instal- 
lation of equipment valued at $11,000. Other ad- 
vantages cited were the reduction in size of stock, 
quicker dispatch of linen, better control, increased 
life of linen and lessened expenditures. There is no 
apparent uniformity of linen allowance for personnel 
as revealed by the wide variation noted in the study 
reported by Hospital Management, August, 1933. 


Conclusion: 

1. The study revealed the fact that the Paterson 
General Hospital laundered its entire load at a cost 
of $.0129 per pound. To this figure should be added 
$.006 per pound as a conservative indirect cost to 
include rent, insurance, interest on investment, build- 
ing depreciation and amortization. A commercial 
figure, including bulk and starched work, was given 
at $.023 per pound. 

A study of laundry costs was reported in the Feb- 
ruary, 1933, issue of Hospital Management. 
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Pro-rated Salary Supplies 
Cost per per per 
Laundry Patient Patient Patient 
Supplies Day Day Day 
$1,463.54 $.167 $148 $.018 
1,303.99 .167 152 014 
2,130.74 161 127 .028 
1,182.53 .128 .109 .019 


Total 
Laundry 

Costs 
$13,056.09 
15,199.26 
11,598.22 
7,876.28 
11,350.00 
25,386.67 
38,018.74 


No. Patient 
Hospital Beds Days 
New England A 274 77,852 
New York State B 296 90,830 
New England 287 71,736 
New Jersey 226 61,086 
New Jersey ; 350 61,890 
Pennsylvania 379 124,385 
New York 676 190,384 
Paterson General 
Hospital (1933) 236 


Laundry 
Salaries 
$11,592.55 

13,895.27 
9,137.83 
6,693.75 

8,935.00 

21,775.07 

31,191.64 


2,415.00 .183 .128 038 
3,611.60 .203 .168 , 
6,829.10 191 161 035 





68,943 11.755.55 9,877.11 1,319.01 .170 143 


Note: Familiarity with these institutions shows the larger 
the hospital, the greater the pro-rated cost per day. This is 
undoubtedly due to the larger ratio of professional and 
administrative staffs, educational programs and more refined 
development of institutional technique and service. 


2. At the present poundage the institution now ef- 
fects a savings of $108.49 per week ($5,641.08 per 
year) on flat and tumbled work by maintaining its 
own laundry. 


3. An estimated savings of $1,880.84 per year is 
also effected by continuing the present system of 
starching and pressing materials in the hospital. 
(Our estimated cost per pound pressed is $.075; the 
commercial figure is $.10 per piece.) 


4. That the space alloted in the present laundry 
is seven square feet per patient bed against the ac- 
cepted standard of twelve plus square feet. 


5. That the average wage paid to laundry em- 
ployees in this institution is consistent with those 
paid in other hospitals studied. 


6. That the cost of laundry per bed per patient is 
higher proportionately in the larger hospital main- 
taining educational schools than in those institutions 
maintaining no educational relationships. Size per 
bed capacity seemed no universal criterion to measure 
comparative laundry costs. 


7. That no uniform system of reporting statistics 
was apparent because of the variance of information 
received. 


8. That it is not possible to maintain a forty-five 
hour wage schedule per week in the Paterson Gen- 
eral Hospital because of the lack of proper laundry 
quarters and equipment. 


Recommendations: 


1. In view of the aforementioned facts, it is 
recommended that the hospital continue its present 
system of laundry management and control. 


2. That some arrangement be made to insure a 
satisfactory continuance of service in the event of 
a serious unforeseen breakdown. 


3. That a uniform system of statistics be prepared 
for use in the tabulation and reporting of laundry 
statistics. 


4. That thought toward the future be given to 
have the laundry installed in some vacant mill prop- 
erty owned by the hospital. This would provide 
necessary dining room space needed because of 
expansion. 








Are Your Filing Cabinets Becoming 
Too Crowded? 


If your filing cabinets are becoming too crowded 
try the time honored economy measure of using the 
reverse side of a letter for the carbon copy of the 
reply. There is a decided saving of space as one 
sheet is filed instead of two. 


This method has other advantages to recommend 
it—the carbon copy of the reply does not become 
separated from the letter; files are easier to keep in 
order; and there is a saving in paper and clips or 
the time it would take for pasting. 
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New Orleans’ Charity Hospital Is Old 
But Still Growing 

A bill proposing the issuance of $8,000,000 in 
bonds to finance the construction of a new plant for 
Charity Hospital, New Orleans, was introduced in 
the Louisiana State Legislature. 

The need for additional beds is evident. In 1935, 
excluding the infants born in the hospital, it averaged 
2,781 patients per day which is 967 per day more 
than it was built to accommodate. 

The hospital has been operated since 1834 by the 
Sisters of Charity. An appropriation from State 
funds pays most of the operating costs. 








Practical Utilization of an Out-Patient 
Department in the Training 
of Interns 


EMANUEL GIDDINGS, M.D., F.A.C.H.A., Medical Superintendent, and 
NATHAN SMITH, M.D., M.A.C.H.A., Deputy Medical Superintendent 


Morrisania City Hospital, New York City 


1. CONSIDERING THIS TOPIC one must not lose 
sight of the following fundamental requisites that 
are essential in the proper function of the out-patient 
department service for training of interns: 


1—The importance of proper organization 
2—The arrangement of the schedule 
3—The responsibility of the staff 


The Importance of Proper Organization 


Organization in its broadest sense is a plan which 
renders group effort effective and efficient by defin- 
ing the duties and responsibilities of each member 
of the group—and is based upon assignment of 
duties. 


In order to accomplish this, a preliminary meet- 
ing of the clinic staff was held and a definite line 
of procedure as to the operation of the scheme was 
outlined. The staff was given to understand that 
while the purpose of the hospital is basically to care 
for the sick it has another primary responsibility, 
that of teaching the intern. The staff must accept 
the full responsibility for the turning out of doctors 
who are better fitted to meet the daily problems 
which confront the general practitioner. The out- 
patient department, offering a wealth of material, 
has not been properly utilized as a teaching medium 
for the training of interns in our present scheme of 
internship. 


The Arrangement of the Schedule 


Instruction that is not given along a prearranged 
course has not the degree of value that a studied 
curriculum has; therefore the heads of the various 
specialty services in the clinic, with the advice and 
counsel of the administrative staff, were asked to 
prepare a carefully planned outline, “Sensing the 
practical needs of the intern.” With this outline in 
mind the following plan of instruction in the various 
clinics was instituted : 


Asthma, Hay Fever, Allergy 


Introductory remarks 

Highlights of course possible in brief period 
Practical conception of allergy 

History of specialty 

Manifestations of allergy 

Percentage of population affected 

Hereditary and exciting factors in allergy 

Case histories illustrating various types of allergy 


General observations of clinical procedures 
Various methods of arriving at allergic diagnosis 
Skin testing— 

Scratch method 

Intracutaneous method 

Patch method 

Passive transfer 

Ocular and nasal methods 

Elimination diets 

Elimination procedures 

Therapeutic and other measures 


The individual allergic diseases and conditions 
Asthma—the different types—treatment of vari- 
ous phases 
Bronchitis 
Hay-fever—the dangers and precautions inci- 
dent to treatment 
Sinusitis 
Angioneurotic edema, urticaria 
Eczema 
Gastro-intestinal allergy 
Vascular, cerebral, arthritic allergy 
Poison ivy 
Differential diagnosis 
Practical points to consider in the use of anti- 
toxins, vaccines, sera, various medicaments 


Collateral Reading: Allergy in General Practice— 


Samuel M. Feinberg, Lea and Febriger 
Asthma and Hay Fever—Schepegrell 
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Dermatology 
Diagnosis of all skin lesions including syphilis and 
tuberculosis 
Topical therapy 


Allergic approach to various skin manifestations 
including patch test and intradermal test 


Diagnosis of skin tumors 


Collateral Reading: Skin Diseases—Ormsby 


Diabetic Ambulant 


Diet essentials: bulk, carbohydrate, protein and 
fat allowance, miyerals, fluids, and vitamins 


Food values in 10 gram bread slice equivalent ; 
similar units for proteins and fats—100 grams 
meat and 1 teaspoonful of butter 


Methods of estimating the patient’s caloric re- 
quirements, glucose tolerance (from menu in 
use), and adjusting diet to patient’s needs 


Special requirements in the management of the 
ambulant diabetic; change of diet; effect of in- 
tercurrent infections; possible complications ; 
effect of age, sex, dimensions and weight, oc- 
cupation and general health; effect of insulin 
on diet prescription 


Management and treatment of assigned cases 


Discussion of problems arising from observation 
of typical and atypical cases 

Discussion of problems of juvenile patient 

Discussion of problems arising because of con- 
flict or diet with religious restrictions, non- 
cooperation of patient, language difficulties, so- 
cial factors, and limitations due to complications 
of organic disease, obesity, malnutrition and 
emaciation, hyperinsulinism, hypoinsulinism 

Collateral Reading: Joslin’s Manual for Diabetics 
Routine Hospital Diabetic Manual (on ward) 


Electrocardiography 
Review of fundamentals and demonstrations* 


Auricular flutter and fibrillation and various forms 
of heart blocks 

T Wave changes in coronary occlusion and miscel- 
laneous abnormalities 

Diagnosis and clinical interpretation of electrocar- 
diograms 

Reading of records and correlation of ward cases 
with graphic findings 

Collateral Reading: Electrocardiography—Pardee’s 

third edition 

Illustrative Electrocardiography—*Bainton and 
Burstein (studied in advance) 
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Gynecological Endocrine Clinic 
Physiology of menstruation 
Methods of endocrine study 
Demonstration of cases illustrating the various 
types of functional menstrual disorders 
Description and evaluation of the commercial sex 
hormone preparations 
Treatment of functional menstrual disorder 


Gynecology 
Diagnosis of pelvic pathology 
Treatment of endocervicitis 
Differential diagnosis of leukorrhea and treatment 
Use of pessaries 
Collateral Reading: Gynecology—Crossen 


Prenatal 
Thorough examination of patients and measure- 
ments 
Prenatal abnormalities—diagnosis 
Treatment of toxemias and hypertension 
General care of patient and instruction to patients 


Postnatal 
Care and instruction of mother and baby 
Recognition of morbidity 
Collateral Reading: Obstetrics—Williams or De 
Lees 


Luetic 
Syphilis in all its phases 
A. Diagnosis 
1—Leutic skin lesions 
2—Visceral lues 
3—Cerebrospinal lues 
4—Prenatal and congenital 
B. Treatment 
1—Various types of arsenicals (Neo—sil- 
ver—mepharsen ) 
2—Bismuths 
3—Protein or shock treatment 
C. Indications and contraindications for intraven- 
ous arsenous therapy 


Collateral Reading: Syphilis—Stokes 


Peripheral Vascular Disorders 
Discussion of the cases as they appear in the clinic 
—including 
Anatomy 
Etiology 
Physiology 
Pathology 
Diagnosis 
Value of Laboratory Data 
Prognosis 
Treatment 











Varicose veins 
Injection treatment technique 
Trendelenberg test 
Contraindications 

Varicose ulcers 
Value of different forms of treatment and their 

indications 

Unna’s boot 
Injection treatment 
Rubber sponge 
Elastic adhesive bandage 
Etc. 

Proper procedure for examination of occlusive 
arterial disease of the arteries of the extremi- 
ties 

History 
Palpation of arterial vessels 
Oscillometer 
Value of the Histamine, Saline and Allen Tests 
Thrombo-Angitis Obliterans 
Systemic manifestations 
Venous involvement 
Intravenous hypertonic injections 
Value of typhoid vaccine 
Arteriosclerosis 
Differential diagnosis to eliminate Thrombo- 
Angitis Obliterans 
Value of physiotherapy 
Monckenberg’s sclerosis 
Phlebitis 
Spontaneous aseptic Thrombo-Phlebitis in vari- 
cose veins 
Injection treatment 
Phlebitis migrans 
Raynard’s disease 
Erythromelalgia 
Vaso-Motor Neurosis 
Collateral Reading: Various reprints recommended 
by Chief of Service 


Physiotherapy 


Technique of diathermy and short wave 

Fever therapy 

Technique of low voltage currents (Faradic, gal- 
vanic, sinusoidal, ionization, reaction of degen- 
eration ) 

Examination and follow-up of patients 

Practical demonstration of other physical thera- 
peutic procedures such as cold sponge baths, 
cold pack, and hot pack, is given to the mem- 
bers of the intern group at the commencement 
of their internship as part of an “Interns’ Pro- 
gram” covering a series of five lectures with 
demonstrations, the details of which have been 


compiled in a book form, a copy of which is 
given to each of the interns for his future ref- 
erence.’ 
Collateral Reading: Medical Electricity—Richard 
Kovacs 


Proctology 


Anatomic considerations 

Diagnostic methods in disease of rectum and colon 
with demonstrations on patients 

Fissure in ano—diagnosis and treatment 

Hemorrhoids—diagnosis and treatment 

Fistula in ano 

Suppurations around rectum and anus 

Pilonidal cyst 

Specific and non-specific colitis—diagnosis and 
treatment 

Stricture of rectum 

Benign and malignant tumors of rectum and colon 

Collateral Reading: Rectal Diseases— Yeoman 


Tumor 


Nature and biologic action of radium and x-rays 
Source of radium and x-rays 
Radiosensitivity 
“Selective Surgery” 
General indications and contra-indications for ra- 
diation therapy 
Acute infections 
Furunculosis 
Cellulitis 
Erysipelas 
Acute arthritis, especially G. C. 
Chronic infections 
Empyema, sinus, etc. 
TBC, actinomycosis 
Unresolved pneumonia 
Bronchiectasis 


Neoplasms of skin (epithelioma, malignant mela- 
noma, naevus, verruca, keratoses, keloids, 
hemangloma, etc.) 

Diagnosis of malignant disease 

Treatment 
Indications for and value of surgery 
Indications for and value of radiation therapy 


General discussion in treatment of benign and ma- 
lignant neoplasms (excluding those of 
skin)—respiratory, digestive, urinary, re- 
productive, skeletal, supportive, nervous 
and endocrine systems 

Indications for and value of surgery 

Indications for and value of radiation therapy 
Diseases of blood and lymphatic systems 

Differential diagnosis 

Value of radiation therapy 
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Diseases of breast and female genitalia 
Differential diagnosis of benign and malignant 
disease 
Clinical signs 
Aspiration biopsy 
Treatment 
Indications for and value of surgery 
Indications for and value of radiation therapy 


Collateral Reading: Neoplastic Diseases—Ewing 
Breast Tumors—Cheatle and Cutler 


X-Ray 


Interns are present at interpretation of all films, 
of roentgen ray examinations, taken in hospital 
during the day 

Interpretation of fluoroscopic examinations 


Visiting of wards to obtain any clinical data which 
would help to establish an exact roentgen diag- 
nosis 

Correlation of x-ray findings with pathological, 
clinical and operative procedures 


Observation of the technical side of roentgen ex- 
posure and the processing of films 

Preparation of clinical material for x-ray confer- 
ences and demonstrations 


Collateral Reading: Radiotogy—Holmes & Roggles 


Venereal 


Diagnosis and treatment of acute gonorrhea 
Microscopic diagnosis 
Serologic diagnosis 
Treatment 
Intravenous 
Intradermal 
Local antiseptic 
Irrigations 
Injections 
Diagnosis and treatment of chronic gonorrhea 
Treatment 
Urethral instrumentation 
Lavages 
Instillations 
Diagnosis and treatment of the complications of 
gonorrhea 
Abscesses 
Periurethral, particularly urethral glands near 
the glans 
Cowper’s gland 
Prostatic 
Urethral infiltration 
Urethral stricture 
Prostatitis 
Epididymitis 
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General complications 
Rheumatism 
Endo-pericarditis 
Blood stream 
Discussion—Social and legal aspects of venereal 
infection and proofs of cure 


Collateral Reading: Gonorrhea in the Male—Pelouze 


Dentistry 


Diagnosis of common dental conditions which the 
private practitioner may encounter in his 
office practice 

Acute infections 
Acute swelling of face 
Abscess of teeth 
Chronic infections 
Dead teeth 
Non-vital teeth 
Dental foci 
Pyorrhea 
Vincents infection 
Impacted teeth 
Fractures 
Osteomyelitis 
Disease and lesion of soft tissue of mouth 
Tumors 
Benign 
Malignant 


Collateral Reading: Oral Surgery—Adolph Berger 


Pharmacy 


The prescription 

Parts 

Rules in writing 

Abbreviations 

Signs 
Incompatibilities 

Pharmaceutical 

Chemical 

Physical 

Therapeutic 
Percentage computation for making solutions 
Posology and rules for its calculations 
Conversion from apothecary to metric systems and 

vice versa 

Vehicles, color and flavor in prescriptions 


Collateral Reading: Ruddimans Book of Incompati- 
bilities 
Principles of Pharmacy—U. S. P. No. 11 and 
National Formulary No. 6—Army’s 


The clinic courses mentioned have been made as 
practical as possible and consist of clinical demon- 
strations, emphasis being given to the diagnosis and 
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treatment of patients such as are seen in daily prac- 
tice. ‘ 

The intern is assigned exclusively to the out-pa- 
tient department for a definite period of six weeks 
as part of his regular rotating service, where he en- 
counters hundreds of patients daily and their mul- 
tiplicity of ailments. The service commences at the 
beginning of his second year internship, at which 
time he appreciates it most. 


The previous schedule, as outlined in the Febru- 
ary, 1936, issue of HOSPITALS, has been amended 
to provide for a greater variety of instruction which 
is as follows: 


The following table shows the approximate num- 
ber of cases studied and sessions attended during 
the six weeks’ period: 


Sessions Cases 

2000 

Physiotherapy 900 
Electrocardiography .... 540 
Luetic 6 350 
350 

300 

G. U. 250 
Gynecology 140 
Pre-natal and Post-natal. 130 
Diabetic 125 
Varicose veins 120 
Endocrine Gyn 120 
Tumor 100 
Neurology 100 
Proctology 60 
Cystology 35 
Fluoroscopy 36 
Basal metabolism 6 


Looking over this schedule the thought may occur 
that too much territory is covered within a six 
weeks’ period and that some of it may be too super- 
ficial. However, every problem covered is one which 
the general physician may legitimately be expected 
to face in his private practice. Furthermore, con- 
sidering the fact that this program of instruction is 
given to the intern at the beginning of his second 
year in the hospital, he has the advantage of previous 
training both in medical school and as a junior in 
the hospital and is rounding out gaps in his diag- 
nostic and therapeutic knowledge. In any case he 
should get a clearer idea of his limitations and de- 
ficiencies, and thereby make him a safer and wiser 
doctor. 

It may be mentioned that we have already noted 
the initiative, the willingness to study, and the spirit 
by the actions of our other members of the house 
staff. They have organized a weekly clinical confer- 
ence of their own at which time members of the 
attending staff are invited to present interesting cases 
and discuss them from the diagnostic, therapeutic, or 
prognostic viewpoint.” 
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As Dr. Raymond Al‘en pointed out, “The training 
of the general physician should be broad and. thor- 
ough, emphasizing general medical diagnosis and 
therapy and preventive medicine. As a clinical clerk 
and an intern, the student should observe the work 
of consultants and specialists to learn to know and 
appreciate their usefulness, meanwhile steadily im- 
proving his knowledge of human beings and dis- 
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ease. 


Interns and Visiting Staff Appreciate Benefits 
of the Schedule 


The benefit of operation and the interest in the 
schedule are evidenced by the letters of praise from 
the interns who have had this course, as well as the 
willingness on the part of some of the graduate in- 
terns on the staff for similar instruction. 

The following letters represent the general senti- 
ments of the intern group and visiting staff who 
have taken part in the specialty schedule: 


“The institution of a six weeks’ period of attend- 
ance of the various clinics and specialty departments 
into our two years of rotating internship is a feature 
worthy of much praise. It affords the opportunity 
of observing ambulatory cases which make up a 
good part of one’s general practice. We are exposed 
to many of the procedures both diagnostic and thera- 


peutic which can be carried out in an office, and 
which one does not see on the wards. One can ob- 
serve just how far therapy will be beneficial before 
hospitalization becomes a necessity rather than a lux- 
ury. One can observe many details and helpful 
“tricks” which the clinical physicians have acquired 
by experience and which are not used on hospital 


cases. 

“X-ray Department—Each morning one may 
stand by while about one hundred and twenty films 
are being read. Questions are welcomed by the spe- 
cialists reading the films. Thus, one has a fine op- 
portunity of not only learning x-ray interpretation 
but also of discussing differential diagnosis. One 
hour a week is spent on observing x-ray technique, 
which is very valuable. Routine fluoroscopic exam- 
inations by efficient men give us a chance to see and 
learn much about this branch of the radiological 
specialty. 

“Genito Urinary Department—Here one sees new 
cases, becomes acquainted with history taking and 
general work-ups of G. U. cases. Therapeutics of 
such cases is observed, as well as diagnostic pro- 
cedures. We do not have hospital G. U. work in 
our two-year schedule, and thus this clinic is very 
valuable. We are taught proper methods of cathe- 
terization and sound-passing. The cystoscopic room 
proves very interesting and instructive. In the syph- 
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MONDAY TUESDAY 


WEDNESDAY THURSDAY 


FRIDAY SATURDAY 





G. U. 
9—10 a.m. 


X-Ray 


X-Ray | 
| 9—10 a.m. 


9—10 a.m. 





Pre-natal and 
Post-natal 
10—11 a.m. 


Basal Met. 
10—10:30 a.m. 


Physiotherapy 
10—11 a.m. 


G. U. 
9—10:30 a.m. 


X-Ray 
9—10 a.m. 


Physiotherapy 


Luetic 
9—10 a.m. 


Tumor 








10:30 a.m. to 12 





Tumor 


10:30 a.m. to 12 Dentistry 


11—12 a.m. 


Cystoscopy 
11—12 a.m. 


10 a.m. to 12 10—11 a.m, 


Endocrine Gyn. 
11—12 a.m. 


Physiotherapy 














Pharmacy 
1—2 p.m. 


Electro- 
cardiography 
1—2 p.m. 


Electro- 
cardiography 
1—2 p.m. 








Electro- 
cardiography 
1—2 p.m. | 





Fluoroscopy 
2—3 p.m. 


Proctology 
2—4 p.m. 


Gynecology 
_ 2—3:30 p.m. 








Neurology 
3:30 to 5 p.m 


Skin 
3—4 p.m. 


Skin 
2 p.m. to 4 p.m. 


Varicose Veins 
2—3 :30 p.m. 


Allergy 
2—3.:30 p.m. 








| X-Ray 
| Technique 





| 4—5 p.m. 





Diabetic 
3:30 to 4:30 


Neurology 
3:30 to 5 p.m. 

















Alternate nights—Assist GU and Tumor Divisions and ride third ambulance 








ilitic clinic one sees modern treatment for this dis- 
ease in its various stages—not seen on the wards. 

“Physiotherapy—Here is an opportunity to get 
acquainted with the many machines on the market. 
One gets to know the indications for the various 
phases of physiotherapy and understands the dan- 
gers possible from such usage. One can evaluate 
for himself the advantages and disadvantages of 
certain types of physiotherapy. A very valuable 
phase of this specialty clinic. 


“Electrocardiography—One had the opportunity 
of really learning electrocardiograph reading in an 
intensive manner. The value of this department is 
self-evident. 

“Allergy—In this clinic the number of patients 
is inexhaustible. Diagnostic procedures and treat- 
ment are the outstanding features. 

“Skin—One sees very few skin conditions on the 
wards. In six weeks of attendance in this depart- 
ment one is exposed to most of the skin conditions 
and their treatment. It is invaluable for office prac- 
tice. 

“Varicose Veins, Proctology, and the various gyn- 
ecological clinics are well managed and afford oppor- 
tunities not available on the wards. 


“The Tumor, diabetic, and neurology clinics are 
certainly stimulating. One can readily appreciate 
many phases of medical aid given to such ambula- 
tory patients which he does not see on the wards. 
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“I should like to state that this regime should be 
continued and even developed further if possible. 
We need it and we appreciate it.” 

“Intern.” 

“The Specialty Course for interns is, in my opin- 
ion, an excellent innovation. The attendance and 
interest displayed by the house staff are but one ex- 
ample of their desire to take advantage of an unusual 
Opportunity in hospital training. 

“T have the highest praise for the men responsible 
for the introduction of this special training at Mor- 
risania City Hospital.” 

“Member of Attending Staff’ 


Summary 


Summing up our present paper, it may be said that 
the benefits of operation of such a service, both to 
the intern and to the hospital, are as follows: 

1—Increases the variety and volume of pa- 
tient teaching material for the intern 

2—Gives the intern a practical demonstration 
of the newer methods of diagnosis and 
treatment and develops him in the use of 
his senses in clinical observation 


3—Gives the intern training in certain of the 
specialties encountered in general practice 
such as venereal diseases, office gynecology, 
urologic diagnosis, dermatology, allergy, 
proctology, physiotherapy, electrocardiog- 











raphy, injection of varicose veins, the 
greater number of which he does not en- 
counter in his general internship in the in- 
patient department 


4—Encourages the intern to further his study 
and knowledge through reading 


5—Develops a more intimate relationship be- 
tween the staff physician and intern staff 


6—Offers better diagnosis and treatment and 
more careful study of the patient 


7—Facilitates more careful, complete and ac- 
curate records in the out-patient department 


8—Creates a greater desire for the promotion 
of clinical research and scientific procedure 
in the institution 


9—Promotes a better spirit between the intern 
and administrative staff 


10—Elevates standard of hospital practice 


11—Raises the standard of medical care through 
the community by better preparing the doc- 
tor fer practice in the community 
In conclusion it may be said that the intern does 


not supplement the clinic physician but is there defi- 
nitely to benefit by the teaching he receives. The 
regularly appointed physician now looks forward to 
his meeting with the intern since he is now on a 
teaching status and has a definite objective in keep- 
ing up with his prearranged teaching schedule. The 
physician in charge assumes full responsibility for 
the patient. 


From our own observation the interns attend 
the clinics regularly and are very much _ inter- 
ested in their work. They are instructed in types 
of cases which heretofore they never had the oppor- 
tunity of observing. We have received numerous 
requests to extend the program from six weeks to 
three months. 
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Our President-Elect 


Robert IE. Neff, president-elect, is a graduate of 
the Class of 1911, University of Indiana. Immedi- 
ately upon graduation he became assistant to the 
bursar of the university, and in 1913 was appointed 
administrator of the Indiana University Hospitals, 
in which position he remained until 1928, when he 
was called to the position of administrator of the 
State of Iowa University Hospitals, which post he 
still holds. 

During Mr. Neft’s period of service as adminis- 
trator of the University of Indiana Hospitals, he 
also served as director of the Indianapolis City Dis- 
pensary from 1918 to 1921, and as director of the 
Social Service Department of the Indiana Univer- 
sity from 1921 to 1924. 

Mr Neff is married, has two sons, is a Presbyte- 
rian, a Rotarian, a member of the Phi Delta Theta 
Fraternity, a life member of the Indiana Associa- 
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tion of Institutional Heads and Trustees, an asso- 
ciate member of the Linn County (Iowa) Medical 
Society, and an affiliate member of the Johnson 
County (Iowa) Medical Society. 

Mr. Neff formerly held the following positions: 

President of Children’s Hospital Association of 
America. 

President of American College of Hospital Ad- 
ministrators. 

President of Indiana Hospital Association. 

President of Iowa Hospital Association. 

President of Indianapolis Chapter of American 
Association of Social Workers. 

President of Indianapolis Council of Social Agen- 
cies. 

Vice-president of Indiana State Health Council. 

Second vice-president of the American Hospital 
Asociation. 
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Joining Hands 


MELVIN L. SUTLEY, F.A.C.H.A. 
Superintendent, Delaware County Hospital, Drexel Hill, Pennsylvania 


1. IS ONLY VERY RECENTLY that hospital ex- 
ecutives have begun to recognize the need for join- 
ing forces to aid them in solving their mutual prob- 
lems. In fact, it has not been many years since hos- 
pital people have really admitted that they had com- 
mon problems and difficulties. Most of the hospital 
associations have had their origin in an attempt to 
provide mutual help for the administrators them- 
selves ; discussion groups for personal education. A 
study of the programs presented at the monthly and 
yearly meetings in the past demonstrates this point. 
Rarely were there presented questions that involved 
the hospitals in their relationship to the community 
or state, and only occasionally were attempts made 
to arrive at decisions that affected the policies of 
the individual hospitals. 

No particular attempts were made to get into these 
groups the authoritative and influential members of 
the hospital organization—the members of the gov- 
erning boards—and the objectives of the association 
held no interest for the hospital trustee. These 
associations have not had any particular influence in 
community affairs. As a matter of fact, they have 
not tried to exert any such influence until recently. 
Only as some of the leaders in the field have recog- 
nized the increasing need for cooperation has there 
been a change or enlargement of the objectives of 
these informal organizations. 


The Purpose of Regional Hospital Organizations 


It is not difficult to see why hospitals have not 
joined together into powerful organizations for 
mutual advantage. In the first place, it has been a 
comparatively short time since competitive industrial 
and commercial organizations have found that they 
can formally join together and help the individual 
organizations by working for the larger interests of 
the group. Hospitals have always been, and still 
are, independent and individualistic. In the larger 
communities where there is more than one hospital 
they are competitive. In a perfectly laudible way 
there is competition for the good-will of the people 
of the community—those who are prospective pay 
patients who will help carry the overhead and cost, 
and those who may be disposed to make donations 
to hospitals. Therefore, the quality of the service 


to patients is watched and improved and the char- 
acter of the plant and equipment is kept as modern 
as finances will permit. This kind of competition 
is commendable, and is beneficial to the hospitals as 
well as to the community they serve. But executives 
are beginning to recognize that hospitals can be com- 
petitive and can maintain their individual identities 
and still join hands with each other in considering 
and solving their mutual difficulties. 

In the last two decades there has been an increase 
in the number of hospitals throughout the country. 
The advance of medical science, and a widespread 
recognition on the part of the people that the hazards 
of serious illness are best met in hospitals, coupled 
with a general prosperous condition brought about 
this increase in the number of hospitals. Of course 
this stimulated an increase in the number of hospital 
associations and in the membership of existing ones. 

Even before the depression these associations made 
attempts to cope with common problems. But they 
soon discovered that they had little influence in com- 
munity or state affairs and very little more in in- 
fluencing the policies of the hospitals themselves. A 
study of the reasons for this weakness—which large- 
ly exists today—shows principally that the trustees 
or members of governing boards have very little 
interest in general problems. They concern them- 
selves largely with their individual institutions and 
have not yet recognized that they must take an active 
part in the larger field of hospital affairs. There 
are a few trustees who recognize that the problems 
of their own hospitals can only be solved as the same 
problems are solved for other institutions. These 
people have been conspicuous by being exceptions. 
They are pointing the way to other trustees to in- 
creased usefulness. 


The Value of Organizations to Individual 
Hospitals 


Those executives, who have had experience in the 
affairs of hospital associations, are repeatedly im- 
pressed by the absolute indifference of many admin- 
istrators and trustees as to the value of these asso- 
ciations to the individual hospitals. Some of them 
are indifferent or ignorant, others are willing to coast 
on the efforts of others. Perhaps an example can 
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best illustrate the situation. The Commonwealth of 
Pennsylvania gives State aid to its hospitals. Re- 
cently twenty-five per cent of this State aid, or more 
than $1,700,000, was made dependent on the ap- 
proval of a bond issue which was primarily for an- 
other purpose. The Hospital Association of Penn- 
sylvania felt it necessary to enlist its hospitals in an 
active effort to assure themselves of this sum. 


Publicity through newspaper releases and through 
thousands of leaflets was started. The hospitals in- 
volved were asked to make small contributions. The 
writer called upon an officer of a hospital that was 
in danger of losing several thousand dollars. The 
hospital was asked to contribute a sum approximately 
equal to three-tenths of one per cent of its monthly 
income or seven one-hundredths of one per cent of 
the amount it stood to lose if the bond issue failed 
of passage. The trustee refused to cooperate on the 
basis that his hospital had always been able to get 
along by itself. That hospital benefited by the suc- 
cessful efforts of the State Association not only in 
that instance, but also on two subsequent occasions 
when it was able to get the transfer of funds—one 
million dollars in each instance—which made pos- 
sible the payment of State aid to hospitals when the 
general funds of the State Treasury were exhausted. 

A study of the activities of various trade asso- 
ciations is interesting and helpful. Perhaps the first 
lesson that will be learned is that generally only a 
small proportion of the eligible group takes an active 
part, either in work or by financial support, in the 
affairs of the association. Those willing to con- 
tribute must indirectly help those who are indifferent 
as well as help themselves. The injustice. of this 
must be overlooked. 


How Organizations Work for the Hospitals 


The study shows also that the benefits to the in- 
dividual members are real and substantial. In many 
instances a line of activity has been developed that 
would be impossible except through the closest co- 
operation. Perhaps the best known example is that 
of the florists whose advertised slogan, “Say it with 
flowers,” has brought them millions of dollars of new 
business and whose telegraphic delivery system has 
meant added millions. 

In the hospital field joint effort can be directed in 
two directions ; first, the development of educational 
publicity so that the communities can the more 
readily understand hospital problems; and second, 
dignified efforts to influence legislation. 

Hospitals, through their very nature, have long 
enjoyed the affection and trust of the great mass of 
our people. Their charitable objectives have been 
most conducive to fostering this spirit, and the fact 
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that people are being continually contacted in a hos- 
pital room during their most exquisite joys and sor- 
rows. makes them sympathetic to our problems. But 
many mistakes arise. Criticisms of a general nature 
that are often the result of misunderstanding develop 
and spread. This is natural as hospital administra- 
tion and procedure is, of necesssity, complex and ex- 
pensive. It is only through a continual educational 
program that these misunderstandings can be cleared 
up and the general public be made more hospital- 
conscious. 


It is unfortunate that in the past many hospitals 
have felt that publicity is improper. But, more and 
more, hospital executives and trustees have come 
to see that educational publicity which promotes the 
interests of hospitals generally is not only ethical 
but that with the lack of it hospitals may not enjoy 
the position in the community to which they are en- 
titled. Of course, publicity which advertises a par- 
ticular hospital and tends to confuse the public as 
to the quality of service is undignified and unethical. 

By educational publicity, hospitals will be better 
able to meet the opposition of groups who in their 
attempt to better their own positions make attacks 
on hospitals and their policies. It is unfortunate, for 
example, that there are individuals in the medical 
profession who have felt that a large part of their 
financial woes during the last five years are in large 
part due to hospital competition. Even these people 
need education. 

A word with reference to how hospitals can in- 
crease their joint efforts to solve their common prob- 
lems. It can be done, largely through adapting exist- 
ing associations. In the first place, the objectives of 
these associations should be increased definitely to 
include the interest of the hospital trustee. Local 
councils, whose objects involve common problems of 
policy and not of administrative detail, should be 
largely dominated by trustee members. Administra- 
tors should be quite active and should personally as- 
sume the responsibility of getting the trustees of their 
own hospitals interested, particularly the most active 
members of the Board. Trustees are generally men 
of affairs and not only are influential in the com- 
munity, but they command respect from the trustees 
of other hospitals as well as of their own. They 
can be most helpful in legislative endeavors. 

The time has come when the publicity program 
must be changed from the occasional haphazard 
newspaper article. It should be continuous and 
should be handled by an expert in publicity under the 
direction of a hospital committee or secretary who 
is intimately acquainted with hospital problems and 
hospital ethics. Results are sometimes apparently 
slow, but they are substantial. 
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Administrators and trustees should be educated to 
be ready to lend their support to any collective move- 
ments immediately and actively. The work of legis- 
lative committees should be backed up by requests 
to trustees as well as administrators for action. It 
is well to remember that administrators are often 
afraid to try to influence legislation, for fear of politi- 
cal complications in the Boards of Trustees. It is 


often better for the association to get the name of 
an active trustee and request action from him. 

The most important factor of all in increasing co- 
operation is to keep the members themselves in- 
formed of all the activities of the association. The 
continual knowledge of an active, successful organ- 
ization is the greatest kind of stimulation to increas- 
ing cooperative effort. 








A Nurse and Executive Speaks 


ROSA A. SAFFEIR, R.N. 
Superintendent, Boulevard Hospital, Long Island City, New York 


I. READING Miss Joy Erwin’s article, “The 
New Curriculum,” one cannot but ask, “Where are 
we going?” I would like to have our leaders give 
us a definition of nursing! When I entered train- 
ing we were taught that nursing is an art; to skill- 
fully and intelligently care for the physically and 
mentally ill was the main study. Lectures and class 
room demonstrations were supplemented with bed- 
side experiences. Surely a profession like ours can- 
not be acquired with seventy-five per cent theory 
and twenty-five per cent practical work, as Miss 
Erwin advocates. 

I would be the last one to say that nurses should 
not have a college education—to spend four years of 
our formative age in the atmosphere of higher edu- 
cation is bound to leave a good mark. 

If a college graduate wants to take up the profes- 
sion of nursing, provided she embodies the’ other 
qualification, we say “Welcome!” But we are on 
the wrong path in making just a diploma the entrance 
requirements. To take the stand that in order to 
enter the profession of nursing we need the same 
educational requirements as of medicine, is further 
from the mark. 

Let us analyze it in detail. No matter how bril- 
liant a nurse has been in her study of let us say 
Materia Medica, she will never be called upon to 
prescribe. We prepare her to know what she is 
giving to her patients, and should she happen to give 
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an overdose she has to realize it and know the anti- 
dote. So it is with the rest of the theory she receives. 
To carry out orders intelligently she must know what 
she is doing, but we must not lose our heads and pre- 
tend that she needs the same requirements as for 
medicine. 

Our profession has made phenomenal strides dur- 
ing the last thirty years. The women who worked 
and struggled had to cope with different economic 
ideals ; some trustees of hospitals could not see why 
nurses needed better food and better housing. With 
the pioneer vision those nurses worked on, and as 
one fell by the wayside there were ready hands to 
take her burden and carry it a step further, until 
today the progressive industrialist realizes he has to 
treat those who sell their prefessional skill with more 
respect and consideration. As the majority of hos- 
pital trustees come from that group the nursing 
profession has been put on a solid basis far beyond 
our pioneer dreams. I am very much afraid that 
we might undo that great work of those women. 

There is a large field open to our teachers; to 
teach better bedside nursing, and to teach our stu- 
dents to take responsibility more seriously. Surely 
a high school education and a background of a good 
middle-class home would give us a fine class of 
nurses, but if we insist upon giving our students 
more and more science and less and less practical 
work before she graduates, we will produce a new 
type—neither a nurse nor a physician. 

















F’.. INSTITUTIONS set up to serve the public 
dare to be as indifferent to public opinion as the 
average hospital. As a result the everyday man on 
the street knows virtually nothing about hospitals, 
and being ill-informed of the character and extent 
of hospital service, he is vaguely suspicious. He 
has heard that they charge exorbitant rates; that 
someone is making money by preying on the mis- 
fortunes of people, and must out of necessity meet 
any demands the hospital chooses to make. 


The Problems of the Business Office 


Those of us who hand out bills from behind the 
counter of a hospital find verification of this every 
day. The person paying the bill may have the 
greatest enthusiasm for the nursing service re- 
ceived ; he may be deeply grateful for the saving of 
a life, but when he sees the bil!, he often feels that 
he has been somewhat overcharged. The room and 
operating room charges do not meet with so much 
opposition, for these he had anticipated; but he 
wonders what is this “pathology” for which he is 
charged so much, and how a hospital can have the 
audacity to charge for the use of an electric fan 
or a few glasses of ginger ale. Usually he pays the 
bill with the feeling of one who knows he is beaten, 
but he goes out disgruntled by the experience, and 
it is easy to see how, little by little, the opinion is 
spread that the people who manage hospitals are 
unreasonable in what they ask for their services. 


Proper Advertising Would Help 


A little skillfully devised advertising would do a 
great deal toward banishing this prejudice. Here- 
tofore the hospital has always represented its case 
by a reference to the oath of Hippocrates and the 
saga of Florence Nightingale. Such appeals, with 
all their fine idealism, are out of date: they ignore 
the responsibility that the modern hospita! feels to- 
ward its community. It would be more to the point 
to bring into public attention the fact that the hos- 
pital is always ready, with a full corps of special- 
ists, to give service day or night; that the nature 
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of the work calls for more than ordinary vigilance ; 
that the rapid progression of medicine makes con- 
stant demand for improved equipment as well as 
for additiona! training on the part of its workers. 
The excellent publicity of various utility companies 
is a good illustration: the telephone company em- 
phasizes the fact that the operator is always on hand 
to give service; it does not keep reminding us of 
the inventive genius of Alexander Graham Bell. 
Electric power companies sell us the idea of how 
indispensible its aids are; they do not repeatedly 
eulogize Edison. 


From the beginning of time people have consid- 
ered the care of the sick as a great and noble work. 
Because its great history has gone hand in hand 
with the development of humanism, the hospital still 
in the public mind is associated with charitable en- 
terprises. It is not only the nature of its service 
that has kept this belief alive. So many hospitals 
have been under the auspices of organizations, who 
in asking for donations, have made emotional ap- 
peals, stressing largely the side of the hospital ad- 
ministering unto the sick poor. There has been no 
falsification in these accounts; but perhaps they 
have erred in favor of sentiment rather than sense, 
by creating such an impression that often when a 
person is asked to make a deposit or otherwise give 
assurance that the hospital will get its legitimate 
compensation, he feels that here he sees a fine ex- 
ample of hypocrisy. 


Hospitals and Health 


We live in an age that is concerning itself more 
and more with public health. The opportunity for 
the hospital to play a significant part in this move- 
ment is great if it will only call more attention to 
its everyday utilitarian value. If the public could 
be impressed with the fact that such common things 
as neglected tonsils, thyroids, and hernias brought 
on an eventual toll of broken health, they would 
look upon hospitalization in the same sensible light 
that they regard trips to the dentist. 
they be likely to think that such treatment should 
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be regarded as manna, but that like every other 
personal service, it must be paid for. 


Helping the Patient Understand His Account 


Since it is in connection with money that the pri- 
vate hospital meets its severest criticism, it would 
be a desirable thing if the issue would be clarified 
so that the man paying the bill might know from 
the beginning something of what expense he was 
entailing. Our physicians could help by familiariz- 
ing themselves with the rates of the hospitals to 
which they send their patients. The heaviest obli- 
gation, however, falls on the shoulders of the ad- 
mitting officers. It seems to me that it ought to 
be a part of our code of ethics to remember that 
illness is costly, and there is something unethical 
about encouraging sorely pressed people to choose 
accommodations that they can poorly afford. Rela- 
tives of the sick are under a severe strain, and they 
can hardly be blamed when they wish to give the 
patient every comfort, however extravagant it may 
be and however it may add to their own financial 
load. The registrar gathers enough data in admit- 
ting the patient to judge with a fair degree of ac- 
curacy. Protecting people against expenditures be- 
yond their means is not only a humane service, but 
it is practical as well. Every hospital prefers a 
promptly paid account to one which must be given 
time and which may eventually have to be crossed 
off the books unpaid. 

From time to time we who present the bills have 
reason to regret the obscure terminology that is 
found even in a hospital statement. A satisfied 
clientele is an enlightened one. If a man is dis- 
satisfied over charges on his bill, and finds that he 
cannot understand some of the terms, his very be- 
wilderment will awaken the suspicion in him that 
some of the items are not justifiable. It might be 
practical for hospitals to prepare handbooks ex- 
plaining such terms as leucocyte, section, and others 
which are used with equal frequency. Likewise it 
could list such treatments as intravenous, enemas, 
catharization, and others generally considered as 
medications, but not administered as a dose to be 
swallowed. Such a handbook need not have an in- 
discriminate circulation; but it could be used as a 
reference at a time when the man making a pay- 
ment wants to know what’s what on his bill. 


One finds that many people are not enlightened 
as to the modern aids that a physician has in mak- 
ing the diagnosis. If doctors were to tell their cli- 
ents of the purpose of the laboratory work and 
x-rays they order for their patients, they would be 
doing an act of kindness for the hospita!. Hearing 
it from the doctor, they would be more likely to 
appreciate tests which remove the physician’s course 
of treatment from conjecture to scientific certainty. 
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At the present time there is a pressing need for 
a comprehensive study of the credit problem so that 
hospitals may be more in a position to offer time 
extension in payments to preferred risks rather than 
be forced as a last recourse to give it to bad risks. 
In some states the hospitals have the “inn-keeper 
laws” on the state statute books, but in the other 
states there is nothing the hospital can hold in the 
case of defaulted payment. Experiences with credit 
in the recent years have made everyone as wary as 
Simple Simon’s pieman, yet there are people, who 
given the consideration of a little time, will meet 
their obligations, and the hospital should make it 
more of its business to pick them out. In many 
instances the need for hospitalization comes as a 
sudden blow; if people are fearful of approaching 
a hospital because they have not the ready cash, and 
are thus forced to go to a city or county hospital, 
a bad precedent may be formed. Once medical or 
hospital service is accepted as charity, the barrier 
is broken down, and people who could pay their 
own expenses continue to seek free care even after 
it might be possible for them to pay for the service 
they receive. 


If people with a good credit record knew that 
they could get service of this kind, it would like- 
wise encourage those who are intending to have 
medical attention and hospital care done to avail 
themselves of the necessary service and thus work 
toward a wider use of hospitalization. By such 
services as these, the hospital can impress upon the 
public the fact that its business methods are just 
and not ruthless. 


——_—_<@. 


Forthcoming Canadian Hospital 
Conventions 
Ontario Catholic Hospital Association, St. Jo- 
seph’s Hospital, Toronto, October 19-20. 
Ontario Hospital Association, Royal York Hotel, 
Toronto, October. 21-22-23. 
Association of Medical Record Librarians of On- 
tario, Royal York Hotel, Toronto, October 22. 
Women’s Hospital Aids Association, Royal York 
Hotel, Toronto, October 21-23. 
British Columbia Hospital Association, Empress 
Hotel, Victoria, November 11-13. 
Alberta Hospital Association, November 16-17. 
Saskatchewan Hospital Association, Saskatoon, 


November 19 and 20. 


aienjomsepetlliiissenisisianine 


Ethel Anderson, formerly superintendent, J. C. 
Hammond City Hospital, Geneseo, Illinois, is now 
superintendent of the new Ellsworth Hospital, lowa 
Falls, Iowa. 
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How Lincoln Hospital Trains Interns to 
Recognize the Social Aspects of Medicine 


EUNICE W. HAYDON 
Director, Social Service, Lincoln Hospital, Department of Hospitals, 
New York City 


L. HAS BEEN FREQUENTLY SAID that successful 
medical treatment often depends on the physician’s 
recognition of the influence which the patient’s per- 
sonality and his social and economic conditions have 
on prevention and cure of his disease, and it was 
to give the interns of Lincoln Hospital the benefit 
of this social knowledge that a course of lectures and 
consultations has been worked out. 


As far back as 1929 the necessity of better team 
work between the medical and social service depart- 
ments was thoroughly recognized by the president 
of the Medical Board and the director of Social 
Service. In order to carry out the needed educa- 
tional program a course of lectures to two groups of 
interns was arranged in 1930 with the cordial co- 
operation of the medical superintendent of the hos- 
pital. After that, however, the depression deepened 
and so increased the number of clients handled by 
the social service department and intensified their 
problems, that it was impossible to devote the time 
to the work of training interns and it was tempo- 
rarily suspended. But in 1936 it was possible for 
the director to give more time to an educational pro- 
gram and this course was resumed. At this time 
great interest was being shown throughout the coun- 
try in the training of interns in medical social work 
and also great emphasis was laid on this subject 
during a study of social service departments in city 
hospitals. 

It is believed that this work has had a very marked 
effect in promoting better team work and that it has 
benefited interns, social workers, and patients alike. 
But after all, no matter how trite the expression, 
the proof of the pudding is in the eating, and it was 
gratifying to have confirmation of this belief from 
one of the interns himself, who recently expressed 
the opinion that the course of training had helped 
him in many ways. He cited particularly a call 
from a relief agency which needed help with a client 
who refused to cooperate. The workers of the 
agency believed that this patient should be handled 
as a mental case and asked the intern to confirm 
this belief, but on seeing the patient the intern went 
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very intensively into his social background and came 
to the conclusion that the trouble was not medical 
but social. He concluded that if the patient had 
adequate relief the highly nervous symptoms would 
be alleviated and he afterwards remarked that he 
would never have appreciated this without the course 
in training which had been given by the social serv- 
ice department. 

This same intern finds many social problems on his 
ambulance visits and urges not only that all interns 
have more time for social training but that they even 
be allowed to do some home visiting with the social 
workers, 

The work is arranged so as not to interfere with 
the medical service—one group of interns remaining 
on ward duty while the other spends two and one- 
half days with the social service department. Two 
days of this period are spent with the director of 
Social Service and the staff workers who describe 
the various services such as maternity, pediatric, 
adult medical and surgical, venereal and children’s 
cardiac. Specific cases are used to illustrate the 
discussions. After this one-half day is spent in vis- 
iting a convalescent home. 


The Ideals of Social Service 


The ideal of unselfish and intelligent service which 
underlies all good medical social work is its founda- 
tion and inspiration, and because the history of Lin- 


_coln Hospital shows so graphically the influence of 


such ideals of those who founded it in 1839 and 
have since maintained it, we have made it the sub- 
ject of our first lecture and it has been a very popu- 
lar feature.* 





*Lincoln Hospital was founded by ten socially-minded 
women in 1839 to care for the aged, indigent negroes of 
N. Y. C.; therefore, making it a pioneer social service 
agency in this field. Gradually medical needs have trans- 
formed this institution into a general hospital. It was taken 
over by the City of New York in 1925. The nurses and 
social workers are colored but ninety per cent of the pa- 
tients are now white. Between 1839 and 1925 the institu- 
tion had various locations and was called by various names, 
such as the “Home for the Colored Aged,” “Colored Home 
and Hospital,’’ “Lincoln Hospital and Home,” and finally, 
simply “Lincoln Hospital.’’ The Social Service Department 
rg cg in 1916 under the leadership of Mrs. Henry 
. imson. 
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“This is a Job for Experts,’ 
said the scientists 


When the California Institute of Technology 
decided on a 200-inch reflector for its observ- 
atory, they brought the problem of making it 
to the Corning Glass Works, Corning, New 
York. It is only natural that the task of casting 
a glass disc 17 feet in diameter, more than two 
feet thick and weighing 20 tons, be intrusted 
to these experts—leaders in their field. 
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OOD CHINA is of vital importance to 

every professional server of food. First 

of all, your china must be attractive in appear- 

ance—it is a proved fact that attractively 

served food tastes better. And second, your 

china must be durable and serviceable—an 
asset rather than a liability. 


This means Syracuse China—acknowl- 
edged the leader in the field. Weight for 
weight, Syracuse China is the strongest, most 
durable china made. And it is unusually 
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attractive. Although the patterns are gener- 
ally underglaze for longer service, the colors 
are as bright and clear as overglaze colors. 


Many attractive patterns carried in stock for 
immediate delivery—in white, Old Ivory or 
Adobe body—with conventional rims or the 
mew space-saving Econo-Rim. Or we can 
design any special pattern you may specify. 
Ask your supply house for complete informa- 
tion. Or write direct to: Onondaga Pottery 
Company, Syracuse, New York. New York 
Office: French Building, 551 Fifth Avenue. 
Chicago Office: Garland Building, 58 E. Wash- 
ington Street. 





SYRACUSE CHINA 


A PRODUCT OF ONONDAGA POTTERIES—POTTERS.TO THE AMERICAN PEOPLE SINCE 1870 


How the Social Worker Can Aid the Physician 


The primary point to be emphasized, of course, is 
the way in which the social worker can cooperate 


with the physician in promoting the welfare of the 


patient. Consequently we attempt to bring out as 
specifically as possible the value of contact between 
the physician and the social worker on daily ward 
rounds and also on grand rounds, when physicians 
are referring patients for convalescent care, sana- 
torium care, and are making other recommendations 
such as for surgical appliances, special medicines, 
transfer of the aged, incurable, or tuberculous pa- 
tient to other institutions, etc. 

At this time the social worker has invaluable in- 
formation to contribute on community resources, 
such as the sheltered workshop, special clinics, hos- 
pitals for special types of cases, visiting nurses, vis- 
iting housekeepers, etc. The intern is shown how 
early recommendations from the doctor facilitate 
the speedy departure of the patient, thus reducing 
the cost of hospital care. 

A list of some of the medical social problems 
which are discussed, follows: 

Discovering and removing causative condition of 
patient’s illness, whether in home, industry, or in 
personal habits 

Convincing patients of the importance of following 
treatment to completion 

Persuading patients to undergo operation when 
necessary 

Helping patients to overcome obstacles to treatment 

Seeing that needed surgical and medical supplies are 
procured 

Arranging convalescent care 

Relieving temporary financial strain 

Referring non-medical family problems to proper 
agencies 

Changing unsuitable employment and _ directing 
toward proper employment 

Securing supplementary care in other clinics or in- 
stitutions 

Advising and assisting patients refused admission 

Writing letters, sending messages and getting re- 
ports of home affairs for patients, locating rela- 
tives, and upon request notifying family of 
patient’s admission 

Helping doctors discharge patients promptly by 
finding suitable place for them on discharge 

Recognizing warning symptoms in other members 
of the family, and if there is no private physician 
persuading them to go to clinic for medical care 

Reporting (through Head Worker) to proper au- 
thorities unsanitary conditions discovered in homes 
visited, and follow-up until conditions are remedied 


Raising standard of personal and home hygiene 

Placing of children while mother is in hospital or 
procuring visiting housekeeper 

Attending court on specifie cases 

Working out the problems of unmarried mothers 

Cooperating with Children’s Welfare Federation, 
Maternity Center Association, Henry St. Visiting 
Nurses, Public Health Stations, Home Relief 
Bureaus, Police Headquarters, Court of Domestic 
Relations, Department of Public Welfare, private 
relief agencies, etc. 

Accompanying patients to clinics, institutions, homes, 
and to trains 

Providing means for transportation to clinics and 
homes, etc. 

Arranging for old age pensions, widows’ pensions, 
blind and veterans’ pensions 

Follow-up of tuberculosis and venereal cases 

Helping non-residents to return to their families 


The Importance of Convalescent Care 


Since proper convalescent care is so highly neces- 
sary for the good of the patient and so important if 
recurrent illnesses with consequent readmission to 
the hospital are to be avoided, we take especial pains 
to give our interns a thorough understanding of its 
importance by arranging an excursion to a convales- 


cent home. The interns accompany a social worker 
to the home in a large bus with some of the patients 
who are to be admitted. Upon arrival at the home, 
they are greeted by the director of the institution 
who, after an informal talk on the value of convales- 
cent care and the facilities available, takes them on a 
complete tour of the home. The interns are shown 
how the patient is cared for from the time of his ad- 
mission until his discharge and how occupational 
therapy, supervised recreation, and instruction in 
personal hygiene aid his return to normal health and 
give him a better understanding of how to eare for 
himself. 

This part of the training is appreciated very 
much, interns frequently stating that they had no 
idea what an extensive program for health rehabilita- 
tion was available to patients. 


Administrative Relationships 

Good team work involves, of course, not only a 
knowledge of the work of our own hospital but of its 
relationships to other hospitals throughout the city. 
Consequently the director of social service tries to 
give the interns at the Lincoln Hospital an idea of 
the set-up of the social service work of the whole 
Department of Hospitals and the means provided to 
keep it thoroughly coordinated. The most impor- 
tant of these means are, perhaps, the monthly meet- 
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October 16, 1936, marks the 90th 
anniversary of the first public oper- 
ation under ether. The surgeon—Dr. 
J. C. Warren. The anesthetist—Dr. 
W. T. G. Morton. Mallinckrodt 
Chemical Works joins in the world- 
wide salute to the memory of these 
two men who made operations pain- 
less—hospitals, havens of hope. 
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Ether anesthesia has contributed largely to the development of the modern 
hospital. New developments in technic, apparatus and methods of ether 
purification have heightened the ease, efficiency and safety of anesthesia. 


Mallinckrodt, pioneer in the manufacture of Anes- 
thesia Ether, is proud of the high regard in which its 
product is held by anesthetists, physicians and sur- 
geons. Mallinckrodt Anesthesia Ether meets every 
requirement for smooth induction and efficient nar- 
cosis. Special sensitive tests for peroxides, aldehydes 
and acids assure an end-product free from irritating 
effect and respiratory discomfort due to impurities. 


Every technical safeguard goes into the making of 
Mallinckrodt Anesthesia Ether. Packaging in chem- 
ically-treated, solderless cans precludes all possibili- 
ties of contamination. 


Issued in convenient-for-dropping, hermetically- 
sealed cans in % and % pound as well as 1 and 5 
pound sizes. 


NEW YORK PHILADELPHIA TORONTO MONTREAL 


PROTECTING THE POTENCY OF YOUR PRESCRIPTIONS SINCE 1867 
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ings of the social service directors of the twenty-six 
city hospitals at the Municipal Building which afte 
presided over by the Commissioner’s representative, 
where general plans and policies are discussed which 
are afterwards interpreted to our own social service 
staff workers. 


A picture is also given of meetings held by the 
medical superintendent of the hospital with the heads 
of the various departments of Lincoln and how the 
findings of these are brought back to our social 
service staff. 


The place of the Central Council composed of 
Chairmen of the Social Service Auxiliaries of the 
twenty-six hospitals, which meets four times a year 
at the Municipal Building, is also described. 


The director of social service also discusses the 
various steps taken to educate pupil nurses in social 
service work and to improve the work and tech- 
niques of the social service staff. Our meetings at 
which staff workers and the director of social service 
discuss specific cases with the social service commit- 
tee are fully described, as well as staff meetings to 
discuss changes of policy and the solution of 
problems. 


The work of the social service department in mak- 
ing special studies to aid research is discussed. 


Perhaps because the traditions of Lincoln Hospital 
have been fostered in an atmosphere of social service 
interest over a period of nearly a century, the pro- 


gram described in this article has met an unusually 
enthusiastic response from the interns. A _ better 
cooperation has been noted between the medical and 
social service groups, thus fostering better patient 
care. 


Reference Reading for House Staff 
The following articles which show the importance 
of social service to medicine are recommended to 
the interns: 3 


Relation of the Social Service Department to the 
Problems of the Chronic Cardiac Patient—Herbert 
Carter, M.D. 


What the Social Worker Should Know About the 
Early Diagnosis of Tuberculosis—Linsly R. Wil- 
liams, M.D. 


The Part the Social Service Workers Play in the 
Work of Combating Venereal Disease—Hugh S. 
Cummings, M.D. 


Social Service Advice to Insulin Patients—G. L. 
Boyd, M.D. 


Social Service and the Art of Healing—Richard C. 
Cabot, M.D. 


The Unfinished Business of the General Hospital— 
S. S. Goldwater, M.D. 


Place of Social Service in a Medical Institution— 
A. R. Warner, M.D. 


Social Worker and the Doctor—Richard C. Cabot, 
M.D. 








Of Special Interest to the Buyer 


OUR READERS in hospitals located in the 
Southern, Southwestern and Western Sections of 
the United States where the black widow spider has 
been making news headlines, will be interested in 
the literature E. R. Squibb & Sons have prepared to 
deal with the bites of this venomous widow. Their 
serum, antivenin, the dosage, and administration are 


described. 
a 


THE PROBLEM OF LIGHTPROOFING has 
been taken in hand by the Chamberlin Metal Weather 
Strip Company, and it is easy to see that they have 
solved it most expertly with their Lite-Seal shades. 
There is hardly a superintendent who has not at some 
time or another been annoyed by shades that get out 
of order. The Chamberlin people have prepared a 
folder completely describing their lights and doors. 
They are showing the spring roller manually operated 


type, the gear and crank type and the electrically 
operated type motor driven. After you finish read- 
ing the specifications you will feel like placing in 
their hands any lightproof problem you may have. 


A NEW KIND OF BOOT has been put on the 
market which may interest some hospitals where 
surgeons just won’t change trousers and shoes. It 
is called “Zippo” a surgeon’s slip-over boot made 
of heavy canvas and duck. It slips over the sur- 
geon’s shoe, opens in the back from the heel to the 
top of its half knee length and is fastened by a rust- 
proof zipper. This boot may be laundered and auto- 
claved with the gowns, caps and other apparel. The 
Wm. W. Stanley Company have introduced this new 
product. 
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For 
INSTANCE: 


Administrator 
The board of a fine old hospital affiliated with 
a university school of medicine has decided to 
consider graduate nurses for the position of 
administrator. Needless to say, a degree and 
executive experience are required. 


Instructor 
Fortunately, this summer we were able to take 
care of most of our clients as far as instructors 
were concerned. But, as usual, there have been 
last minute disappointments and last minute 
resignations. If you are qualified to teach and 
have not as yet found your niche, write us. 


Within the next two months a new municipal 
hospital will be opened. At present a hospital 
commission, non-political in intent, is in charge 
of the affairs. They tell us they have spared no 
expense to make the hospital one of the finest 
of its size in the state. It is beautifully located 
on the edge of a golf course and surrounded by 
lovely parks. The city in which the hospital is 
located is a night’s ride from Chicago. It prides 
itself on its unexcelled educational facilities, 
recreational advantages, splendid libraries and 
parks. As time goes on, you will read more 
about this fine new institution in other depart- 
ments of HOSPITALS. The vacancies? There 
are several—operating room nurse, anaesthetist, 
medical supervisor, night supervisor, dietitian. 


® 
Physiotherapist 


There is an interesting opening for a well quali- 
fied physiotherapist on the staff of an excellent 









































...... We think them exactly what our records 
show ..... honest, able, earnest, clean, 


healthy and fine...... 


hospital caring for children. One of the re- 
quirements is that the candidate have at least a 
year’s actual experience in hydrotherapy work 
in pools. Do you qualify? 


X-Ray and Laboratory Technician 
Have you been longing to live in the far West? 
Perhaps you live there now. At any rate, a 
fine little hospital in Wyoming is in need of a 
competent x-ray and laboratory technician. She 
must be a member of the Technicians’ Registry 
of the American Society of Clinical Patholo- 
gists. The town has a population of about 
seven thousand. 
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WV E have a list of people. They form a superb group of medical men and 
women, one of the finest that we know. They were selected coolly and methodically 
and dispassionately. 

The things you will ask them to do in these coming years will try their hearts and 
souls. They must be, have to be thoroughbred. They will need the skill, the hands, 
the courage, the grit and mind and will we found them with. 

They have passed all of our tests. They have more than passed them. They wrote 
and asked for jobs. We told them what we wanted. .They sent us proofs and photo- 
graphs and references; gave up permission to investigate..... and we did, pains- 
takingly, surely. 

We believe them exactly what our records show... . honest and able and earnest, 
healthy, clean arf fine. 

If YOU need one of them, a nurse, a doctor, a superintendent, a dietitian . . . any 
kind of person...tell us the kind you'd like to find...and we'll find that person 
for you. That is our business. 


The MEDICAL BUREAU 


55 E. Washington Blvd. 
The top floor of the tower of the Pittsfield Building, 
CHICAGO, ILLINOIS 











List of Committees of the American Hospital 
Association, 1936-1937 


STANDING COMMITTEES 


Constitution and Rules 

Arthur C. Bachmeyer, M.D., Chairman, University 
of Chicago Clinic, Chicago, III. 

Warren L. Babcock, M.D., Grace Hospital, De- 
troit, Mich. 

Nathaniel W. Faxon, M.D., Massachusetts Gen- 
eral Hospital, Boston, Mass. 

Charles S. Woods, M.D., St. Luke’s Hospital, 
Cleveland, Ohio 


Resolutions 
Donald M. Morrill, M.D., Chairman, Blodgett 
Memorial Hospital, Grand Rapids, Mich. 
Paul H. Fesler, Wesley Memorial Hospital, Chi- 
cago, Ill. 
Charlotte Pfeiffer, Stuart Circle Hospital, Rich- 
mond, Va. 


Legislative Reference 

George D. Sheats, Chairman, Baptist Hospital, 
Memphis, Tenn. 

Guy J. Clark, Cleveland Hospital Council, Cleve- 
land, Ohio 

Fred: W. Heffinger, Mercer Hospital, Trenton, 
N. J. 

Robert E. Neff, University Hospitals, lowa City, 
Iowa 


Nominating 

Lewis A. Sexton, M.D., Chairman, Hartford Hos- 
pital, Hartford, Conn. (1937) 

Jessie J. Turnbull, R.N., Elizabeth Steel Magee 
Hospital, Pittsburgh, Pa. (1938) 

Lucius R. Wilson, M.D., John Sealy Hospital, 
Galveston, Tex. (1939) 

Joseph G. Norby, Fairview Hospital, Minneapolis, 
Minn. (1940) 

Robin C. Buerki, M.D., State of Wisconsin Gen- 
eral Hospital, Madison, Wis. (1941) 


Membership 

Asa S$. Bacon, Chairman, Presbyterian Hospital, 
Chicago, IIl. 

R. J. Alexander, Salt Lake General Hospital, Salt 
Lake City, Utah 

John Andrew, M.D., Longmont Hospital, Long- 
mont, Colo. 

A. F. Branton, M.D., Willmar Hospital, Willmar, 
Minn. 

W. A. Copeland, M.D., Wyoming County Com- 
munity Hospital, Warsaw, N. Y. 


C. J. Cummings, Tacoma General Hospital, Ta- 
coma, Wash. 

T. A. Devan, M.D., Eastern Maine General Hos- 
pital, Bangor, Me. 
Maurice Dubin, Mt. Sinai Hospital, Chicago, III. 
Lorne C. Gilday, M.D., Western Division, Mon- 
treal General Hospital, Montreal, P. Q., Can. 
Alford R. Hazzard, Easton Hospital, Easton, Pa. 
Mrs. Doris Larrabee, Brandenton General Hos- 
pital, Brandenton, Fla. 

Malcolm T. MacEachern, M.D., American College 
of Surgeons, Chicago, III. 

T. T. Murray, Memorial Hospital, Albany, N. Y. 

Sister Agreda, St. Elizabeth’s Hospital, Dayton, 
Ohio 

Sister Mary Francis, St. Francis Hospital, Bur- 
lington, lowa 

Sister M. Thomasine, St. Francis Hospital, Pitts- 
burgh, Pa. 

Eva M. Wallace, R.N., Wichita Falls Clinic- 
Hospital, Wichita Falls, Texas 

Peter D. Ward, Chas. T. Miller Hospital, St. Paul, 
Minn. 

Lewis Webb, St. Luke’s Hospital, Newburgh, 
NH, Y. 

Stephen Wierzbicki, Wills Hospital, Philadelphia, 
Pa. 


Out-Patient 

Frederick MacCurdy, Chairman, Vanderbilt Clinic, 
New York, N. Y. (1939) 

Ray Amberg, Minnesota General Hospital, Min- 
neapolis, Minn. (1937) 

J. B. Franklin, Grady Memorial Hospital, Atlanta, 
Ga. (1937) 

John V. Lawrence, M.D., Washington University, 
St. Louis, Mo. (1938) 


Elizabeth McConnell, Michael Reese Hospital, 
Chicago, Ill. (1938) 

Harry D. Clough, M.D., Rochester General Hos- 
pital, Rochester, N. Y. (1939) 

Ralph Couch, University of Oregon Medical 
School Hospital and Clinics, Portland, Ore. 
(1939) 


SPECIAL COMMITTEES 
National Hospital Day 


A. G. Hahn, Chairman, Protestant Deaconess Hos- 
pital, Evansville, Ind. 
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Because it saves them money, hospitals everywhere 
— large and small — are repla¢ing their worn-down, 
uncomfortable mattresses with the efficient, two-part 
Spring-Air Hospital Mattress. They save more than 
enough on the cost of upkeep to pay for the change- 
WHITE TAG over — to say nothing of the yreater comfort, ease 
SLEEP UNIT 


ARANTEED 


A 


of handling, and improved sanitation ‘which only 


Spring-Air can give. The finest of Karr Spring Con- 


- ie: cum | SEIN 
i 


ol mt tn 


structions, guaranteed for 20 years, is used exclusively 


in Spring-Air. Get the Facts! 


General Offices: 
itd id “AiR HOLLAND, MICHIGAN 


aR TRU ET 


ena 


The mattress that has made good al ; 14 FACTORIES .. WRITE FOR INFORMATION 
on the tilting type of bed ? 
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Mrs. Lola M. Armstrong, R.N., [Vestern Hospital 
Review, San Francisco, Calif. : 

Carolyn E. Davis, R.N. 

Graham L. Davis, Duke Endowment, Charlotte, 
N.C. 

Lawrence Crowley, Hospital Management, Chi- 
cago, Ill. 

Rev. Edward F. Garesche, S.J., Catholic Medical 
Mission Board, New York, N. Y. 

George Greene, Hospital Forum, Portland, Ore. 

Mrs. A. G. Hahn, Protestant Deaconess Hospital, 
Evansville, Ind. 

Robert Jolly, Memorial Hospital, Houston, Tex. 


M. Ray Kneifl, Catholic Hospital Association, St. : 


Louis, Mo. 

Margaret E. Kennedy, Sanatorium of Paris, Paris, 
Tex. 

Malcolm T. MacEachern, M.D., American College 
of Surgeons, Chicago, III. 

A. J. MacMaster, R.N., Moncton Hospital, Monc- 
ton, N. B., Can. 

Veronica Miller, R.N., Henrotin Hospital, Chi- 
cago, Ill. 

Joseph A. Morrow, M.D., Bergen County Hos- 
pital, Ridgewood, N. J. 

Alden B. Mills, The Modern Hospital, Chicago, 
Ill. 

G. W. Olson, Los Angeles County General Hos- 
pital, Los Angeles, Calif. 

Mrs. Meta Pennock Newman, The Trained Nurse 
and Hospital Review, New York, N. Y. 

Harold T. Prentzel, Friends Hospital, Philadel- 
phia, Pa. 

Mary M. Roberts, R.N., American Journal of 
Nursing, New York, N. Y. 

Homer F. Sanger, American Medical Association, 
Chicago, III. 

Leonard Shaw, Saskatoon City Hospital, Saska- 
toon, Sask., Can. 

Sister De Lellis, R.N., St. Elizabeth’s Hospital, 
Youngstown, Ohio 

Sister Mary Immaculata, R.N., St. Joseph’s Mercy 
Hospital, Dubuque, Ia. 

Sister M. Petronella, St. Joseph’s Hospital, San 
Francisco, Calif. 

Rev. Clinton F. Smith, Grant Hospital, Chicago, 
Ill. 

Bryce L. Twitty, Baylor Hospital, Dallas, Tex. 


Katherine Moyer, Lake Wales Hospital, Lake 
Wales, Fla. 


H. G. Fritz, Conemaugh Valley Memorial Hos- 
pital, Johnstown, Pa. 


Sister Emiliana Murray, St. Joseph Hospital, 
Lexington, Ky. 

Clarence C. Hess, Methodist Hospital, Indianap- 
olis, Ind. 


Mrs. Jessie D. Scott, Children’s Hospital: of East 
Bay, Oakland, Calif. 


Clinical Records 
Louis H. Burlingham, M.D., Chairman, Barnes 
Hospital, St. Louis, Mo. 
W. D. Cutter, M.D., American Medical Associa- 
tion, Chicago, IIl. 
H. B. Logie, M.D., National Conference on 
Nomenclature of Disease, New York, N. Y. 
Donald M. Morrill, M.D., Blodgett Memorial Hos- 
pital, Grand Rapids, Mich. 

Ralph B. Seem, M.D., 50 Haven Ave., New York 
City 

Herman Smith, M.D., Michael Reese Hospital, 
Chicago, Ill. 

Evelyn Vredenburg, Woman’s Hospital, New 
York, N. Y. 

S. Mark White, M.D., American College of 
Physicians, Minneapolis, Minn. 


Public Health Relations 

Basil C. MacLean, M.D., Chairman,. Strong Me- 
morial Hospital, Rochester, N. Y. 

Allan Craig, M.D., Charlotte Hungerford Hos- 
pital, Torrington, Conn. 

Stewart Hamilton, M.D., Harper Hospital, De- 
troit, Mich. 

Harley A. Haynes, M.D., University Hospital, 
Ann Arbor, Mich. 

Henry Hedden, M.D., Methodist Hospital, Mem- 
phis, Tenn. ‘ 

E. H. Lewinski-Corwin, Ph.D., New York 
Academy of Medicine, New York, N. Y. 

Ada Belle McCleery, R.N., Evanston Hospital, 
Evanston, III. 

Carl E. McCombs, M.D., Institute of Public Ad- 
ministration, New York, N. Y. 

F. C. Middleton, Provincial Department of Health, 
Regina, Sask., Can. 

Thomas Parran, Jr., M.D., Surgeon General, U. S. 
Public Health Service, Washington, D. C. 

W. S. Rankin, M.D., Duke Endowment, Charlotte, 
m, ©. 

Harry L. Rockwood, M.D., Mt. Sinai Hospital, 
Cleveland, Ohio 

Leonard Shaw, Saskatoon City Hospital, Saska- 
toon, Sask., Can. 


Public Education 

A. J. Hockett, M.D., Chairman, Touro Infirmary, 
New Orleans, La. : 

Mrs. Lola M. Armstrong, R.N., Western Hospital 
Review, San Francisco, Calif. 

O. N. Auer, Monmouth Memorial Hospital, Long 
Branch, N. J. 

Otho F. Ball, M.D., The Modern Hospital, Chi- 
cago, Ill. 
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INVESTIGATE THE MERITS 
OF THIS NEW AND DIFFERENT 
VENETIAN BLIND 


ow. CREATIO 
CHAIN TAPE VENETIAN BLIND 


| o_—— JATURALLY, you are interested in buying 
Ww the best. When you select Venetian 
Blinds, you expect them to give Long and 
Dependable Service. Replacing broken or 
torn tapes or cords is annoying and expensive. 
Chain Tape Venetian Blinds give you assurance of 
Long, Dependable Service at Low Cost. There are 
no Cotton Tapes or Cords to shrink or tear. A neat 
Brass Nickel Chain replaces old-fashioned and un- 
sightly Cotton Tapes and Cotton Cords, assuring the 
utmost in cleanliness, longer life and lower mainte- 
nance cost. 


SLATS ARE REMOVABLE 


Any individual slat can easily be removed from 
Chain Tape Venetian Blinds without the aid of tools. 
Simply slip off a small Clip, which holds the slat in 
place, and it can easily be removed. 




















Slats are free from holes or indentations, eliminating 
cracking or splinters around slats. Slats are fur- 
nished in Wood or Aluminum. 


NO DIRT, DECAY OR DESTRUCTION 
Today's Modern Shade is free from dirt, decay and 

















CHECK THESE 
FEATURES 


No Cotton Cords or Cotton Tapes 
to shrink, discolor or tear. 


Slats can be stacked at any posi- 
tion desired. giving more light 
and ventilation. 


Individual slats or entire Blind 
can be removed without the aid 
of tools. 


Each slat is individually con- 
trolled. When tilted, they are 
locked in place, and cannot be 
opened or closed from outside. 


Lasting Permanency. No mainte- 
mance cost necessary. Chain Tape 
Venetian Blinds will give many 
years of Economical and Depend- 
able Service. 


Built and guaranteed by a Com- 
pany with National Reputation 
for Dependability, Quality and 
Service. 


destruction. Chain Tape Venetian Blinds are wash- 
able. Chain Tape feature permits individual slats 
or entire Blind to be removed for washing or clean- 
ing. Every fundamental purpose pertaining to prin- 
ciples of Health, resulting from fumigation and 
sterilization, have been created in this new sani- 
tary creation. 


SLATS STACK AT TOP OR BOTTOM 


Slats can be stacked in any position desired, there- 
by eliminating obstruction of view and permitting 
better light and ventilation. Chain Tape feature 
permits stacking of slats at top instead of bottom, 
if desired. This feature is very popular in Hospitals 
and Institutions where light and ventilation are 
essential. 





Chain Tape Venetian Blinds were on display and demon- 
strated at the recent American Hospital Association Conven- 
tion in Cleveland, where they made a hit with all those who 
had the pleasure of seeing them. 

















MANUFACTURED BY 


CHAIN TAPE VENETIAN BLIND CO. 











SALES AFFILIATE OF NATIONAL LOCK CO. 


ROCKFORD, ILLINOIS 
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Oliver H. Bartine, Bridgeport Hospital, Bridge- 
port, Conn. ; 
E. Oliver Bates, Roper Hospital, Charleston, S. C. 
George C. Braun, Hospital Topics and Buyer, 
Chicago, III. 

Ellen Louise Brient, R.N., Nix Hospital, San 
Antonio, Tex. 

J. V. Buck, St. Luke’s Hospital, Spokane, Wash. 

Mrs. Eleanor R. Chapman, R.N., Hospital of the 
Good Samaritan, Los Angeles, Calif. 

Oscar Gottfried, The New York Physician, New 
York, N. Y. 

Maxwell Hahn, United Hospital Fund, New York, 
NY. 

A. C. Jensen, Fairmount Hospital, San Leandro, 
Calif. 

Ethel Johns, R.N., The Canadian Nurse, Mon- 
treal, P. Q., Can. 

Robert Jolly, Memorial Hospital, Houston, Tex. 

Mary A. Land, R.N., Mt. Vernon Hospital, Mt. 
Vernon, N. Y. 

Malcolm T. MacEachern, M.D., American College 
of Surgeons, Chicago, II. 

John A. McNamara, Cleveland Hospital Service 
Association, Cleveland, Ohio 

James R. Mays, Elizabeth General Hospital and 
Dispensary, Elizabeth, N. J. 
Mrs. Meta Pennock Newman, R.N., The Trained 
Nurse and Hospital Review, New York, N. Y. 
D. L. Richardson, M.D., Charles V. Chapin Me- 
morial Hospital, Providence, R. I. 

Mary M. Roberts, R.N., American Journal of 
Nursing, New York, N. Y. 

Rev. Alphonse Schwitalla, S.J., Cathotic Hospital 
Association, St. Louis, Mo. 

George F. Stephens, M.D., Winnipeg General 
Hospital, Winnipeg, Man., Can. 


Hospital Planning and Equipment 

Charles F. Neergaard, Chairman, 512 Fifth Ave., 
New York, N. Y. 

Albert W. Buck, Ph.D., New Haven Hospital, 
New Haven, Conn. 

Carl A. Erikson, 104 South Michigan Ave., Chi- 
cago, Ill. 

H. Eldridge Hannaford, 1924 Dixie Terminal 
Bldg., Cincinnati, Ohio 

Edgar P. Martin, 180 N. Michigan Ave., Chicago, 
Ill. 

A. J. McRae, M.D., Meadowbrook Hospital, 
Hempstead, L. L., N. Y. 

Bertha W. Mears, R.N., Halston Valley Com- 
munity Hospital, Kingsport, Tenn. 

Veronica Miller, R.N., Henrotin Hospital, Chi- 
cago, Ill. 


G. W. Olson, Los Angeles County Hospital, Los 
Angeles, Calif. 

B. S. Pollak, M.D., Hudson County Tuberculosis 
Sanatorium, Jersey City, N. J. 

Edward F. Stevens, 45 Newbury St., Boston, 
Mass. 

A. J. Swanson, Toronto Western Hospital, 
Toronto, Ont., Can. 

Charles H. Young, M.D., Mountainside Hospital, 
Montclair, N. J. 

Walter G. Zulauf, Allegheny Hospital, Pittsburgh, 
ra, 


Simplification and Standardization of Hospital 
Furnishings, Supplies, and Equipment 

L. M. Arrowsmith, Chairman, St. John’s Hospital, 
Brooklyn, N. Y. 

Sidney J. Barnes, United Hospital, Port Chester, 
nm. X,. 

Francis J. Bean,.M.D., University of Nebraska 
Hospital, Omaha, Neb. 

Amy Beers, R.N., Hackley Hospital, Muskegon, 
Mich. 

Earl R. Chandler, Columbia Hospital, Milwaukee, 
Wis. 

Guy J. Clark, The Cleveland Hospital Council, 
Cleveland, Ohio 

Sister M. Flavia, St. Mary’s Hospital, Milwaukee, 
Wis. 

Mr. Wm. Gately, Hospital Bureau, New York, 
me ef 

T. K. Gruber, M.D., Eloise Hospital and In- 
firmary, Eloise, Mich. 

John N. Hatfield, Pennsylvania Hospital, Phila- 
delphia, Pa. 

A. K. Haywood, M.D., Vancouver General Hos- 
pital, Vancouver, B. C., Can. 

Caroline Herrl, R.N., Waukesha Municipal Hos- 
pital, Waukesha, Wis. 

Walter E. List, M.D., Jewish Hospital, Cincinnati, 
Ohio 

Sister Mary Philomena, R.N., St. Luke’s Hospital, 
Pittsfield, Mass. 

Mrs. Martha Scott, R.N., Bound Brook Hospital, 
Bound Brook, N. J. 


Workmen’s Compensation and 
Liability Insurance 


FF. Stanley Howe, Chairman, Orange Memorial 
Hospital, Orange, N. J. 

R. N. Brough, Norwalk Hospital, Norwalk, Conn. 

J. Rollin French, M.D., Golden State Hospital, 
Los Angeles, Calif. 
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LUNDY SYRINGE AND NEEDLES 


FOR LOCAL. REGIONAL AND SPINAL ANESTHESIA 
© DEPENDABLE ° EFFICIENT ® PRACTICAL 


, 





The syringe has a capacity of 10 cc. and is provided with 
a ground glass barrel of heat resisting glass which will 
withstand erosion caused by sterilization or medication. 
The plunger is made of non-corrosive metal accurately 
fitted to the glass barrel and reduces friction to a minimum. 
It has an eccentric tip and is provided with a bayonet lock 
attachment which fastens the needle securely and prevents 
the jumping off of the needle at a critical moment. 





The open ring construction permits the easy withdrawal of 
the fingers, the central or thumb ring is provided with a 
metal disc to permit extra pressure to be applied by the 
palm of the hand. 











The needles are of excellent quality of flexible stainless 
steel small in calibre and of various lengths to suit the 
different anesthesia procedures. Each of the needles is 
provided with a metal protector. 




















PRICES: 








Lundy Syringe, 10 cc 

Lundy Fascia Needle 

Lundy Svinal Needle, 20G, 4” 
McCuskey spinal needle, 20G, 31/2” 
Caudal needle, , 


$6.50 each 
$1.50 each 
$2.50 each 


eV - MUELLER 5 CO. 


’ $2.00 each 
Caudal needle, 18G, $2.50 each 
SURGEONS’ INSTRUMENTS — \SigsSC/ HOSPITAL SUPPLIES a EQUIPMENT 
OGDEN AVE 


Rochester-Meeker, Wheal, Needle 24G, %’’.$0.75 ea. 
Rochester-Meeker, Wheal, Needle 22G, 2” .$0.85 ea. 

~ VAN BUREN end HONORE STREETS 
CHICAGO, ILL. 








Rochester-Meeker, needle 21G, 3” $1.00 each 
Rochester-Meeker, needle 19G, 4” $1.00 each 
Rochester-Meeker, needle 19G, 434” $1.25 each 


























WE'RE WORKING AT FULL CAPACITY AND PUTTING 
IN OVERTIME. THERE'S JUST MORE WORK THAN WE 
CAN HANDLE. 

I'LL GET A 


LETTER OFF 
TO THE 
AMERICAN 
COMPANY 


te EB... 
EXPERIENCES ot «» AMERICAN 
LAUNDRY ADVISOR 


SHORT OF CLEAN LINENS? WHY WITH OUR 
SUPPLY OF LINENS THE LAUNDRY DEPART 
MENT SHOULD 
BE ABLE TO 
44425) ne) 


SCHEDULE 

















I'M FROM THE AMERICAN LAUNDRY 
MACHINERY COMPANY. 
> I'VE CIOME 


TO LOWK 

OVER YOUR 
LAUNDRY 
DEPARTMENT. a . 








-— TO YOUR RECOMMENDATIONS, 


BY REVAMPING OUR 

BS LAUNDRY DEPARTMENT 
WE CAN DOUBLE ITS 
CAPACITY IN THE 
SAME FLOOR SPACE? 








3 MONTHS LATER 


THIS OPERATING STATEMENT SHOWS THAT 
OUR LAUNDRY DEPARTMENT IS TURNING OUT 
TWICE AS MUCH WORK WITH NO OVERTIME, 
AND THE SAVINGS IN LABOR, POWER AND 
SUPPLIES WILL SOON PAY FOR 

THE REVAMP 








THE AMERICAN LAUNDRY MACHINERY CO., SECTION AVE., NORWOOD, 0. “Ask For AN AMERICAN LAUNDRY ADVISOR” 
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George E. Halpern, Lebanon Hospital, New York, 
N. Y. 

B. Henry Mason, M.D., Waterbury Hospital, 
Waterbury, Conn. 

Willard L. Quennell, M.D., Highland Park Gen- 
eral Hospital, Highland Park, Mich. 

John E. Ransom, Johns Hopkins Hospital, Balti- 
more, Md. 

Charles H. Sprague, M.D., Broadlawns-Polk 
County Public Hospital, Des Moines, Ia. 


Autopsies 

R. H. Bishop, Jr., M.D., Chairman, University 
Hospitals, Cleveland, Ohio 

Sidney G. Davidson, Grace Hospital, New Haven, 
Conn. 

Morris Hinenburg, M.D., Jewish Hospital, Brook- 
lyn, N. Y. 

J. C. Mackenzie, M.D., Montreal General Hos- 
pital, Montreal, P. Q., Can. 

Sister M. Patricia, St. Mary’s Hospital, Duluth, 
Minn. 

T. E. Swartz, M.D., Alameda County Hospital, 
Oakland, Calif. 

William B. Talbot, M.D., New York Post-Grad- 
uate Medical School and Hospital, New York, 
N.Y. 


Hospital Income and Bed Occupancy 
Joseph J. Weber, Chairman, Vassar Brothers Hos- 
pital, Poughkeepsie, N. Y. 
A. M. Calvin, Midway and Mounds Park Hos- 
pitals, St. Paul, Minn. 
Grace T. Crafts, R.N., Madison General Hospital, 
Madison, Wis. 


J. Dewey Lutes, Ravenswood Hospital, Chicago, 
Ill. 


Joseph B. Howland, M.D., Peter Bent Brigham 
Hospital, Boston, Mass. 

Arthur S. Moore, M.D., Horton Memorial Hos- 
pital, Middletown, N. Y. 

Willis G. Nealley, M.D., Brooklyn Hospital, 
Brooklyn, N. Y. 

C. Rufus Rorem, Ph.D., Julius Rosenwald Fund, 
Chicago, IIl. 

Murray Sargent, New York-Cornell Medical Cen- 
tre, New York, N. Y. 

Bryce L. Twitty, Baylor University Hospital, 
Dallas, Texas 


Nomenclature in Uniform Staff Organization 


Fred G. Carter, M.D., Chairman, Christ Hospital, 
Cincinnati, Ohio 


John F. Bush, Presbyterian Hospital, New York, 
N. Y. 

G. W. Olson, Los Angeles County General Hos- 
pital, Los Angeles, Calif. 

Earl H. Snavely, M.D., Newark City Hospital, 
Newark, N. J. 

K. H. Van Norman, M.D., Harborview Hospital, 
Seattle, Mich. 

Homer Wickenden, United Hospital Fund, New 
York, N. Y. 

Carl P. Wright, Jr.,. New Haven Hospital, New 
Haven, Conn. 


Air Conditioning 

Lucius R. Wilson, M.D., Chairman, John as 
Hospital, Galveston, Texas 

Frederick Ayer, Beverly Hospital, Beverly, Mass. 

A. J. Hockett, M.D., Touro Infirmary, New Or- 
leans, La. 

George A. MaclIver, M.D., Worcester City Hos- 
pital, Worcester, Mass. 

Perry W. Swern, 19 S. La Salle St., Chicago, Ill. 

William H. Walsh, M.D., 612 N. Michigan Ave., 
Chicago, IIl. 

Neal N. Wood, M.D., Hillman Hospital, Birming- 
ham, Ala. 


Hospital Libraries 

E. M. Bluestone, M.D., Chairman, Montefiore 
Hospital, New York, N. Y. 

G. L. Bellis, M.D., Muirdale Sanatorium, Wau- 
watosa, Wis. 

Joseph C. Doane, M.D., Jewish Hospital, Phila- 
delphia, Pa. 

Perrie Jones, Department of Public Institutions, 
St. Paul, Minn. 

George B. Landers, M.D., Highland Hospital, 
Rochester, N. Y. 

Warren P. Morrill, M.D., American Hospital As- 
sociation, Chicago, Ill. 

Abraham Oseroff, Montefiore Hospital, Pitts- 
burgh, Pa. 

John J. Rogerson, Hartford Hospital, Hartford, 
Conn. 

William L. Russell, M.D., Payne Whitney Clinic 
of New York Hospital, New York, N. Y. 

Charles F. Wilinsky, M.D., Beth Israel Hospital, 
Boston, Mass. 


Gordon R. Kamman, M.D., 1125 Lowry Medical 
Arts Bldg., St. Paul, Minn. 


Oliver H. Bartine, Bridgeport Hospital, Bridge- 
port, Conn. 
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De CON 


Modern, precision manufactur- 
ing methods have kept the 
Septisol Dispenser, with its 
many exclusive features, well 
abreast of the times. It is 
styled for the modern surgical 
department. 





VESTAL CHEMICAL 
NEW YORK 


Septisol Soap and Dispensers Are Standard 
in Leading: Hospitals Everywhere 


RN DESIGN» 


Septisol Soap, too, owes many of its 
fine characteristics to modern soap- 
making research and equipment. 
It is accurately and uniformly for- 
mulated, and renders absolute 

surgical cleanliness without 





}__irritation or chafing. 


ST. LOUIS 














What of your NURSING service? 
Is it as up-to-date as your 


buildings and equipment? 


The official magazine 
of the 


AMERICAN NURSES’ ASSOCIATION 


will help you to make it so. 


* 


AMERICAN JOURNAL of NURSING 


50 West 50th Street 
NEW YORK CITY 
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Why not equip YOUR 
TRAINING SCHOO 


with 
WILLIAMS’ 
STANDARD 
CAPES 


NURSES’ UNIFORMS 

INTERNES’ SUITS— 
GOWNS 

Send for Catalogue “‘H” 


CD Wikttiams & Company 


Designers and manufacturers since 1876 
Member of the Hospital Exhibitors’ Ass’n 


246 South 11th Street Philadelphia, Pa. 
SS cE ES ea RE 
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G. B. Webb. M.D., Colorado Foundation for Re- 
search in Tuberculosis, Colorado Springs, Colo. 


Arrangements for the Institute for 
Hospital Administrators 
Michael M. Davis, Ph.D., Chairman, Julius Rosen- 
wald Fund, Chicago, IIl. 
Asa S. Bacon, Presbyterian Hospital, Chicago, Ill. 
Mabel W. Binner, R.N., Children’s Memorial 
Hospital, Chicago, II. 
Bert W. Caldwell, M.D., American Hospital 
Association, Chicago, Ill. 
Malcolm T. MacEachern, M.D., American College 
of Surgeons, Chicago, Ill. 
Ada Belle McCleery, R.N., Evanston Hospital, 
Evanston, Ill. 
L. C. VonderHeidt, West Suburban Hospital, 
Oak Park, IIl. 
William H. Walsh, M.D., 612 N. Michigan Ave., 
Chicago, III. 


Committee on Membership Structure 
and Association Relation 
John R. Mannix, Chairman, University Hospitals, 
Cleveland, Ohio 
G. Harvey Agnew, M.D., Department of Hospital 
Service, Canadian Medical Association, Toronto, 
Ont., Can. 
Asa S. Bacon, Presbyterian Hospital, Chicago, Ill. 
Graham L. Davis, Duke Endowment, Charlotte, 
N. C. 
Rt. Rev. Msgr. Maurice F. Griffin, 13824 Euclid 
Ave., Cleveland, Ohio 
James A. Hamilton, City Hospital, Cleveland, 
Ohio 
John Hatfield, Pennsylvania Hospital, Philadel- 
phia, Pa. 


Internships and Residencies 

Donald Smelzer, M.D., Chairman, Graduate Hos- 
pital of University of Pennsylvania, Philadel- 
phia, Pa. 

Arthur C. Bachmeyer, M.D., University of Chi- 
cago Clinics, Chicago, III. 

A. J. Curran, M.D., New York Academy of 
Medicine, New York, N. Y. 

W. D. Cutter, M.D., American Medical Associa- 
tion, Chicago, III. 

Emanuel M. Giddings, M.D., Morrisania Hospital, 
New York, N. Y. 

Malcolm T. MacEachern, M.D., American College 
of Surgeons, Chicago, III. 

Fred C. Zapffe, M.D., Association of American 
Medical College, Chicago, Ill. 


Study of Fuel and Heating Equipment 

J. J. Goulb, M.D., Chairman, Hospital for Joint 
Diseases, New York, N. Y. 

Anthony A. Fette, Cincinnati General Hospital, 
Cincinnati, Ohio 

Joseph G. Norby, Fairview Hospital, Minneapolis, 
Minn. 

Emil Strateman, New York Hospital, Westchester 
Division, White Plains, N. Y. 

Harry M. Warfield, St. John’s Riverside Hospital, 
Yonkers, N. Y. 

Carl P. Wright, General Hospital of Syracuse, 
Syracuse, N. Y. 


Care of Walls and Floors 

E. Muriel Anscombe, Jewish Hospital, St. Louis, 
Mo. 

Joe R. Clemmons, M.D., Strong Memorial Hos- 
pital, Rochester, N. Y. 

Sister John Gabriel, House of Providence, Seattle, 
Wash. 

Fred M. Walker, Duval County Hospital, Jack- 
sonville, Fla. 


Pharmacy 

Edgar C. Hayhow, Chairman, Paterson General 
Hospital, Paterson, N. J. 

Ray Amberg, Minnesota General Hospital, Min- 
neapolis, Minn. 

M. S. Dooley, M.D., Syracuse University Hos- 
pital, Syracuse, N. Y. 

Adam Eberle, M.D., Department of Hospitals, 
New York, N. Y. 

Lewis E. Jarrett, M.D., Medical College of Vir- 
ginia—Hospital Division, Richmond, Va. 

Joseph R. Morrow, M.D., Bergen County Hos- 
pital, Ridgewood, N. J. 

Eugene Walker, M.D., Springfield Hospital, 
Springfield, Mass. 


International Hospital Relations 

Malcolm T. MacEachern, M.D., Chairman, Ameri- 
can College of Surgeons, Chicago, Ill. 

Winford H. Smith, M.D., Johns Hopkins Hos- 
pital, Baltimore, Md. 

Claude W. Munger, M.D., ex-officio, Grasslands 
Hospital, Valhalla, N. Y. 

George Stephens, M.D., Winnipeg General Hos- 
pital, Winnipeg, Man., Can. 


Delegate to American Committee 
on Maternal Welfare 


James U. Norris, Woman’s Hospital, New York, 
N. Y. 


HOSPITALS 











Y BEST or 2 vers 


: NAME, DEPT. DATE — 
t OME OR ALL = 
Marks Linens, | “2: 


} IMPRESSION 


Blankets, Towels - 
Permanently 


Time tested! For 39 years Applegate's 
system has been the mos? economical— 
the most efficient marking system de- 
vised. In one simple operation name, . 
dept. and date can be stamped on any; 
fabric PERMANENTLY at a cost of only 
3c per dozen pieces. 


Send for catalog giving complete infor-) Approved 
mation about the Applegate System and by A.C.S. 
sample impression slip. 


APPLEGATE'S 
INKS& MARKERS 


THANKS for the 
MARKING INKS great reception 
at the A.H. A. 
APPLEGATE'S (Heat Required) convention. We 
w 
This silver base marking ink will ace ose S 
never wash out—will last the full | new friends pets 
life of any cloth fabric. to greet our old 
ones, If you 
XANNO (No Heat Required) | were not there 


Will last many washes longer poe gl gh b a 


than any other ink NOT re- 
quiring heat to set. Plegate System. 


APPLEGATE CHEMICAL CO. 


5630 HARPER AVE. CHICAGO, ILL. 























Hospital Executives— 


Do you know that 


NURSES 


for all types of 
positions can be 
secured through the 


NURSE PLACEMENT 
SERVICE? 


Write us immediately. 
Particular attention given to 
problems concerning school of 

nursing faculties. 


NURSE PLACEMENT SERVICE 
Room 513, 8 South Michigan Ave. 
Chicago, Illinois 
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THERMOMETER 


COSTS 
by the Year 


by the Dozen 


HEN you figure costs by the year, 

you will make the surprising dis- 
covery that Tempglass Thermometers 
cost less to use than so-called “cheap” 
thermometers — and at the same timo 
provide you with as fine, accurate and 
dependable thermometers as money can 
buy. In fact (proved in hospital after 
hospital) Tempglass Thermometers will 
outlast two ordinary thermometers. 


Other hospitals have cut their thermom- 
eter costs by specifying ‘Tempglass 
Only.” You can do it the same way. And 
Tempglass is a fine, scientific instru- 
ment. EVERY Tempglass Thermometer 
meets ALL requirements of every state's 
testing regulations and conforms to ALL 
specifications of the Bureau of Standards. 


TEMPGLASS 


Prices: 
Per Dozen Pe? Gross 
No. 1 Standard Cylinder Bulb = 50 $72.00 
No. 2 Snub Nose Bulb 6.50 72.00 
No. 3 Pear Bulb Rectal 6.50 72.00 





VELVET Stainless Steel NEEDLES 


Cannot rust, corrode nor 
tarnish. Razor sharp 
points. Fit all Luer type 
syringes. Each in cello- 
phane envelope to pro- 
tect it. 12 of size to box. 
Prices from $1.25 to $2 
per dozen. EASY TO HANDLE 


FAICHNEY INSTRUMENT CORP. 


WATERTOWN, NEW YORK 





Association of Record Librarians of North 
America—Eighth Annual Conference’ 


The Eighth Annual Conference of the Association 
of Record Librarians of North America, will be held 
at the Warwick Hotel, Philadelphia, Pennsylvania, 
concurrently with the Annual Clinical Conference of 
the American College of Surgeons, October 19-23, 
inclusive. Following is the preliminary program: 

Monday, Registration. There is to be a tea given 
at the hotel in the afternoon, with the local chapter 
as hostess. Billie Haag, President, will preside at 
the Tuesday morning session, 9:30 to 12:00, the 
opening session of the conference. There are to be 
addresses given by the following: Dr. Malcolm T. 
MacEachern, Associate Director of the American 
College of Surgeons, Chicago, Illinois; Dr. R. C. 
Buerki, President, American Hospital Association, 
Madison, Wisconsin, and Rev. Alphonse M. Schwi- 
talla, S.J., President, Catholic Hospital Association, 
St. Louis, Missouri. The President’s address will 
be given during this session, by Billie Haag, Me- 
morial Hospital, Houston, Texas. The regular 
Association business meeting will follow. 

Tuesday noon there is to be a luncheon at the 
Hotel Warwick, for the officers of the North Amer- 
ican Association and officers and representatives of 
state and local associations. 

The Tuesday afternoon session will be given over 
to a symposium on “Problems and Achievements in 
Conducting the Medical Records Department,” dis- 
cussed from the standpoint of “The University 
Hospital” by Celleste Osse, Temple University Hos- 
pital, Philadelphia ; “The County Hospital” by Rose 
Dopson, Kings County Hospital, Brooklyn, N. Y.; 
“The Small Special Hospital” by Ruth Jackson, 
Jeannes Cancer Hospital, Fox Chase, Pennsylvania ; 
“The General Hospital” by Sister Ann, St. Joseph 
Hospital, Philadelphia, Pa. Discussion will follow. 

The Wednesday morning session will be a joint 
session with the American College of Surgeons, in 
the Rose Garden of the Bellevue-Stratford Hotel, 
with Dr. R. C. Buerki, superintendent of the State 
of Wisconsin General Hospital, Madison, Wiscon- 
sin, presiding. Dr. George Baehr, New York City, 
Chairman Executive Committee, National Confer- 
ence on Nomenclature of Diseases, will present a 
paper on “The Necessity for a High Standard of 
Diagnostic Accuracy in All Hospitals.” 

There will be presented a symposium on “The 
Scientific Value of Records, and the Proper Classi- 
fication of Diseases” from the standpoint of: “The 
Urologist” by Montague L. Boyd, M.D., Atlanta, 
Professor of Urology, Emory University School of 
Medicine; “The Oto-Laryngologist” by Dr. Hugh 
Gibson Beatty, Ohio State University Medical 
School; “The Cardiologist” by Dr. H. K. Mohler, 
Jefferson Medical College: and “The Obstetrician” 
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by Dr. W. Benson Harer, University of Pennsyl- 
vania School of Medicine, and Graduate School of 
Medicine. 

This is to be followed in the afternoon session by 
an extensive demonstration of medical records from 
the standpoint of medical record room organization, 
conducted by the Medical Records Librarians of 
Philadelphia. There will also be a demonstration of 
a Medical Records Conference, “Developing a Med- 
ical Record Consciousness Throughout Hospital,” to 
be presented by Dr. Joseph C. Doane, Philadelphia, 
Medical Director, Jewish Hospital. 

The program for the Thursday morning session 
will include the following: A paper by Dr. George 
Wilson, University of Pennsylvania School of 
Medicine; a paper on “Education of the Medical 
Records Librarian and the Advancement of Training 
Schools,” presented by Mrs. Jessie Harned, Direc- 
tor of Training School for Medical Records Librari- 
ans, Rochester General Hospital, Rochester, New 
York. A “Symposium on Nomenclatures” will fol- 
low, “The Standard” wil! be discussed by Mrs. 
Huldah Ainsworth, Medical Record Librarian, 
Ruptured and Crippled Hospital, New York City; 
“The Massachusetts General” will be discussed by 
Mrs. Grace Whiting Myers, Honorary President, 
Librarian Emeritus, Massachusetts General Hospi- 
tal, Boston, Mass. “The Alphabetical’ will be dis- 
cussed by Mrs. Edna K. Huffman, Director of 
Training School for Medical Records Librarians, 
St. Joseph Hospital, Chicago, Illinois. Discussion 
will follow. 


On Thursday afternoon there will be a special 
sight-seeing tour to Valley Forge, stopping on re- 
turn at Belmont Manor, Fairmount Park, for tea, 
arranged by the local chapter for the entertainment 
of the visiting record librarians. 

The annual banquet will be held at the Warwick 
Hotel, on Thursday evening, with Mr. Robert 
Jolly, superintendent, Memoria! Hospital, Houston, 
Texas, presiding. A special entertainment program 
has been arranged by the local arrangements com- 
mittee. 

The closing session on Friday morning will be a 
business meeting, with Billie Haag, President, pre- 
siding. Election of officers and installation of the 
new officers will take place at this meeting. 

With this inspiring and interesting program, and 
the benefits to be derived therefrom, it is hoped 
that all members of the medical record librarians’ 
profession will endeavor to attend this meeting. 
The local arrangements committee, under the able 
guidance of Anna Schulze, Pennsylvania Hospital, 
Philadelphia, is completing plans for various trips 
and interesting entertainment for all, and oppor- 
tunities will be afforded visiting delegates to visit 
the various Philadelphia hospitals. 
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For Your Security the Endorse- 


ment of Your National 
Association 


HE ENDORSE- 

MENT OF 
SEXTON PROD- 
ucts by Y niga Sexton Specials offer outstanding 
National Associ- les in foods prepared exclu- 


sively for those who feed many 


_ ation is a valued people cach dey. 
adjunct to Sex- 
ton Service. The 


honor of exhibiting annually at the 


convention of your association is 
recognition of Sexton’s continued 
fair dealings with your members. In 
our exhibits this year, we will again 
feature a complete variety of olives 
because these have always been 
popular at your meetings. Sexton 
imports olives from Spain in large 
quantities and offers a very attrac- 
tive service on them. We cordially 
invite you to personally inspect the 
many delicacies — and profitable 
new items — we will feature at the 
coming convention. 


elahs S Ba, % ON &CO 


BROOKLYN 


CHICAGO 
© J. S. & Co., October, 1936 
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SURGEONS never complain of inadequate 
illumination in the operating room equipped 
with a Castle Spotlight. Supplementing your 
present system (until such time as you can 
get a new Major Castle operating unit), the 
Castle Spotlight throws a cool, intense, shad- 
ow-reducing beam of illumination, giving true 
tissue values. Although this spotlight yields 
over 2500 foot candles, there is but 2° F. 
rise noted on the operating field. The Castle 
Spotlight is fully adjustable. The ideal supple- . 
ment to any system of operating illumination. 


Write for interesting illustrated booklet 
“EFFORTLESS VISION” 


WILMOT CASTLE COMPANY 


1276 University Ave. Rochester, N. Y. 


CASTLE 








CLASSIFIED ADVERTISEMENTS 


RATES: Eight cents a word. The minimum advertisement is 25 words at a cost of $2.00, including address or key 
° number of 5 words. All answers to keyed advertisements will be forwarded. Classified advertising copy 
must be received at the office of HOSPITALS, 18 E. Division St., Chicago, Illinois, by the fifteenth of the month preceding issue. 


THE FOLLOWING CLASS OF ADVERTISEMENTS WILL BE ACCEPTED: 


POSITIONS WANTED. 
POSITIONS WANTED THROUGH PLACEMENT BUREAUS. 
POSITIONS OPEN. 


Commercial announcements accepted at the same rate. 


POSITIONS OPEN THROUGH PLACEMENT BUREAUS. 
SCHOOLS, SPECIAL INSTRUCTION, ETC. 
FOR SALE. 


Remittance must accompany classified advertisements. 





CONSULTANTS 





Charles S. Pitcher 
Hospital and Institutional Consultant 
1521 Spruce St. 
Philadelphia, Pa. 





POSITIONS WANTED 





LIBRARIAN—B. A. Cornell University; B. S. Columbia Uni- 
versity Scheol of Library Service, with education in medi- 
eal sciences and experience in nursing school library: 
desires position in nursing or hospital library; Eastern 
United States or Canada. Address JA, HOSPITALS. 





INTERSTATE PHYSICIANS & HOSPITAL BUREAU 
Mary E. Surbray, R. N., Director 
332 Bulkley Building 
Cleveland, Ohio 


SUPERINTENDENT: Graduate Nurse, educational qualifi- 
cations and one year Columbia University. Post- 
graduate, Womans Hospital. Obstetrics and Surgery, 
New York. 11 years’ experience; 7 years in last position. 
Open for appointment. 


DIRECTRESS OF NURSES: B.S. Degree, Teachers’ College. 
New York. Age 38. Registered, Pennsylvania, New 
pei Rag years’ experience; 4 years in last position. 
Available. 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Top Floor, Pittsfield Building 

Chicago, Illinois 


SUPERINTENDENT OF NURSES—Graduate nurse and B.S. 
degrees, state university; four years’ teaching experi- 
ence; seven years, director of nurses, 110-bed hospital; 
splendid personal qualifications; easy, even temperament; 
cooperates well; excellent intellectual attainments. 

No. 313 


YOUNG PATHOLOGIST desires appointment; degrees from 
eastern schvols; rotating internship, by two-year resi- 
dency in pathology; five years, assistant professor of 
pathology, class A medical school, and director of labora- 
tories, university hospital. No. 314, Medical Bureau. 
Pittsfield Building, Chicago. 


ADMINISTRA TOR—Well qualified young man with six years’ 
experience as assistant superintendent of university hos- 
pital is available; B.S. degree, state university; four 
years’ experience in business world before entering hos- 
pital field. No. 515, Medical Bureau, Pittsfield Building, 
Chicago. 


ADMINISTRATOR—College trained woman, graduate nurse, 
desires administrative position; graduate of western 
school; graduate training in hospital administration, Co- 
lumbia; two years, assistant superintendent of nurses, 
200-bed hospital; five years, superintendent of hospital 
and director of nursing service, 160-bed hospital. No. 316, 
Medical Bureau, Pittsfield Building, Chicago. 


YOUNG RADIOLOGIST desires connection; A.B., M.D., east- 
ern schools; year’s residency in X-ray followed by three- 
year fellowship in radiology; two years, chief, department 
of X-ray and therapy, 250-bed hospital. No. 317, Medical 
Bureau, Pittsfield Building, Chicago. 


POSITIONS OPEN 





Aznoe’s Central Registry 
30 North Michigan Avenue 
Chicago, Illinois 


SUPERINTENDENT OF NURSES, capable, for large South- 
ern hospital; $150 monthly. 

SUPERINTENDENT OF NURSES with some administrative 
experience, for 60-bed standardized hospital; younger 
woman preferred. 

ASSISTANT SUPERINTENDENT -OF NURSES, able to 
work well with personnel; 100-bed Southern hospital. 
INSTRUCTRESS for excellent appointment in 110-bed New 

England hospital. Salary open. 

HEAD DIETITIAN, who is good administrator, experi- 
enced; includes purchasing; large Middlewestern hospital; 
$125, maintenance. 

OPERATING ROOM SUPERVISOR for 115-bed Southern 
hospital; salary open. 

OPERATING ROOM SUPERVISOR, able to act as Relief 
Anesthetist; $100, full maintenance; East. 

OBSTETRICAL SUPERVISOR for excellent Southern hos- 
pital; large city. 

NIGHT OBSTETRICAL SUPERVISOR, Catholic preferred, 
for large hospital in Eastern metropolis. 

PEDIATRIC SUPERVISOR with post graduate course; 100- 
bed Middlewestern institution. 

ANESTHETIST for 55-bed Eastern hospital; $90, mainte- 
nance. 

SCHOOL NURSE for Chicago area; $1500 annually. : 

OFFICE ASSISTANT, able to do routine laboratory-X-Ray- 
Physiotherapy; East. 

OFFICE NURSE OR EXPERIENCED MEDICAL SECRE- 
TARY, for young Iowa surgeon; salary open. 


GENERAL DUTY NURSES: Many excellent oppertunities 
available in desirable locations in all parts ‘of the country. 





NEW YORK MEDICAL EXCHANGE (Agency) 
Patricia Edgerly, Director 
489 Fifth Avenue 
New York City 


SUPERINTENDENTS OF NURSES: (a) 170 bed hospital, 
New Jersey, within easy reach of New York City, 
training school, degree necessary. Salary $150 and 
maintenance. (b) Large hospital in New York City, 
training school, Degree necessary. Salary $3,000 per 
year and maintenance. (c) 150 bed hospital, training 
school, Degree necessary, middle west. Salary open. 
(d) Smali hospital in southern state. Salary $137 and 
maintenance. 

SCIENCE AND PRACTICAL INSTRUCTORS:. Many open- 
ings in eastern states. Salaries $110 and maintenance up. 


SUPERVISORS: Many openings for Operating Room and 
Obstetrical in eastern and middle western states. Sal- 
aries $85 and maintenance up. 


ANAESTHETISTS: Many openings in eastern and middle 
western states. Salaries $80 and maintenance up. 


GRADUATE NURSE LABORATORY AND X-RAY, small 
hospital in middle west. Salary open. 


SUPERVISING NURSE X-RAY, N. Y. R. N. Salary $100 
and maintenance. 


WE DO NOT CHARGE A REGISTRATION FEE. 
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The Newly. Improved Stickley 
DeLuxe OVERBED AND VANITY TABLE 














Combining Beauty—Strength—tility 


Write for descriptive 
circular 


STICKLEY BROS. CORP. 


GRAND RAPIDS, MCH. 











Announcing the 


NEW HOSPITAL FREZIT PAK 


This new ice pak is designed to save time and trouble in hospital 
use, which makes it a very desirable hospital requisite. 

To prevent disinfections from causing spoilage of other con- 
tents in automatic refrigerators or ice-making cabinets we are 
packing the Frez-It pak four to the container. 

To obtain the best result in the use of this ingenious ice pak it 
is recommended by the manufacturer that the pak be frozen in the 
container and kept in container for reserve use. 

The pak is equally effective as a heating pad when submerged in 
boiling water until the desired temperature is reached, which makes 
it a combination hot or cold pak. 

Patent is applied for on this article and Spalding guarantees it 
to be up to their world-famed quality standards as in the case of 
other products manufactured by them for the Stopperless Water 
Bottle Company. , 

MANUFACTURED BY 


A. G. SPALDING & BROS. 


FOR 


THE STOPPERLESS WATER BOTTLE CO. 
Sole Distributors 


MADE IN U. S. A. PATENT APPLIED FOR 











October, 1936 


Typical of the complete- 
ness of the Will Ross line 
of hospital supplies in all 
departments, is the equip- 
ment for beds. Literally, 
we supply “everything but 
the patient” . .. and the 
quality of these bed fur- 
nishings reflects the qual- 
ity of all merchandise of- 
fered by Will Ross. 





Mattress Pads 
Cellophane wrapped — clean, 
ready to use. Filled with 100% 
sanitary, white carded cotton. 
Sixteen standard sizes. 


Mattress 


Cover 

Made of special unbleached 
sheeting to fit standard 3 ft. x 
6 ft. 4 in. mattresses. 


Sheets and Pillow Cases 
Made of finest, selected yarn, 


uniformly and closely woven, | 


free from dressings. 


779-783 N. WATER STREET - 


WHOLESALE HOSPITAL SUPPLIES 


White 
Knight 
Blankets 
Your choice of all virgin wool, 
guaranteed 83% wool, part 
wool or cotton blankets. 


Bed 


Spread | 


exclusive White Knight pat- 
tern. Strongly woven, remark- 
ably durable. Colors: White, 


Green, Autumn Rose and Sand. 


Pillows 

Five grades, especially 
adapted to hospital 
use. All made with 


: A.C. A. ticking. 


Inner 
Spring Mattres 


Low priced, comfortable, prac- © 


tical. Conforms to Trendelen- 


berg position. 36 in. x 6 ft. 3 in. 


Rubber 
Sheeting 


Deep? double coated maroon 
sheet of extra heavy weight, 
yet soft and pliable. Stout 
cotton base. Moderate price. 


WILL ROSS, Inc. 


» MILWAUKEE, WISCONSIN 


EVERYTHING FOR THE HOSPITAL— EXCEPT FOOD AND DRUGS 





! 








POSITIONS OPEN—(Continued) 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Top Floor, Pittsfield Bldg. 
Chicago, Illinois 


ADMINISTRA TOR—Graduate nurse to take charge of well- 
equipped private hospital operated by group of physi- 
cians; exceptionally attractive connection; minimum en- 
trance stipend $200. No. 300 


FOREIGN APPOINTMENTS—Four graduate nurses for po- 
sitions in the Islands; one should be qualified to take 
charge of small hospital; another should be trained in 
X-ray and iaboratory work; third should be qualified in 
anesthesia; fourth should be specially trained in sur- 
gery; salaries vary; early increases. No. 303 


ASSISTANTS—(a) Assistant principal; fine hospital of 400- 
beds; 160 students; college graduate, 25-40 years of age, 
with hospital administrative and teaching experience. 
(b) Assistant superintendent; small tuberculosis sani- 
tarium; college town; midwest. No. 304 


DIRECTORS OF NURSES—(a) Teaching hospital affiliated 
with university schood of medicine; fairly experienced 
woman with degree required. (b) Psychiatric hospital of 
university group; experience in psychiatric nursing and 
teaching required; woman with degree preferred. No. 305 


ANESTHETIST—(a) Who will combine duties with those of 
floor supervisor; small hospital, operations average 50 
monthly; nicely equipped hospital, pleasant atmosphere; 
$100, maintenance; east. (b) Medium-sized hospital em- 
ploying two anesthetists; afternoon duties consist of as- 
sisting physicians in clinic; $150; South. Interested in 
learning X-ray; children’s hospital of university rome, 

oO. 


SUPERVISOR—(a) Well-trained pediatric nurse to carry on 
research and do some child guidance work; university 
hospital. (b) Children’s ——— of oup of hospitals 
earing for tuberculosis; training in pediatrics and tuber- 
culosis experience desirable; (c) Medical floor averaging 
60 patients; university hospital; teaching experience de- 
sirable; entrance stipend, $115, maintenance. (d) Trained 
in eye, ear, nose and throat nursing to assist chief of 
department; 8-man clinic; west. (e) Teaching; large 
municipal hospital; new building recently completed: 
university affiliations. No. 307 


NURSE—General dutiy nurse with obstetrical training; small 
hospital; rather heavy maternity division; eight-hour day: 
six-day week; California. No. 308 


DIETITIANS—(a) To head department; 175-bed hospital; 
thoroughly practical person required; $150-$175, mainte- 
nance. (b) Assistant; university hospital; $75, mainte- 
nance. No. 309 

SUPERVISORS—(a) Surgical; operations average 300 
monthly; large group of well-qualified physicians; must 
be experienced in all branches of operating room tech- 
nique; limited number of postgraduate students will as- 
sist; teaching hospital; $120, maintenance. (b) Central 
supply; large teaching hospital; eastern a 310 

oO. 


GENERAL DUTY NURSES—(a) Especially trained or ex- 
perienced in surgery; small surgical hospital; beautiful 
section of California. (b) For children’s hospital; gradu- 
ate training in pediatrics desirable; eventual supervisory 
position; $75, maintenance. No. 311 


POSITIONS OPEN—(Continued) 





INTERSTATE PHYSICIANS & HOSPITAL BUREAU 
Mary E. Surbray, R. N.. Director 
332 Bulkley Building 
Cleveland, Ohio 


DIRECTRESS OF NURSES: College credits, experienced in 
schools of nursing. 175 bed Ohio hospital. 


SUPERINTENDENT OF NURSES: 75 bed general hospital. 
New York registration. Graduate staff. Open October. 


INSTRUCTORS OF NURSES: College graduate or college 
credits. 275 bed Pennsylvania hospital. (b) 250 bed 
New Jersey hospital, Catholic preferred. (c) 150 bed 
hospital, South Dakota. (d) 200 bed hospital, New 
Jersey. (e) 125 bed Massachusetts hospital. (f) 200 bed 
hospital, New York State. 350 bed Texas hospital. 
(g) 175 bed iowa hospital. 


INSTRUCTOR PRACTICAL NURSING: 200 bed New York 
hospital. 300 bed Pennsylvania hospital. (b) 250 bed 
New Jersey hospital. 


SUPERVISOR, MEDICAL DIVISION: Private Unit. 250 
bed Ohio hospital. Active department. One with ex- 
perience preferred. 


SUPERVISOR OBSTETRICAL: 275 bed OGhio hospital. 
Post-graduate in Obstetrics or experience. Qualified to 
teach. Four assistants. Salary open. (b) 200 bed Michi- 
gan hospital. 


SUPERVISOR PEDIATRIC: Post-graduate in Pediatrics. 
200 bed New Jersey hospital. Department 20 beds. Sal- 
ary open. (b) 175 bed Ohio hospital. Catholic faith 
preferred. 


SUPERVISORS MEDICAL AND SURGICAL DEPART- 
MENTS: With experience. Locations: Connecticut. New 
Hampshire, New York, New Jersey, Ohio, western 
states. 


SUPERVISOR OPERATING ROOM: Post-graduate in Sur- 
gery. New York registration. 200 bed hospital. (b) 150 
bed New York hospital. Graduate staff. Salary open. 
(c) SUTURE NURSE: 150 bed general hospital, eastern 
state. (b) 50 bed Ohio hospital. Salary $85, mainte- 
nance. 


GENERAL DUTY: Graduate nurses. Recent graduates 
considered. 8-hour duty. Desirable salary. Location: 
Ohio, Michigan, Pennsylvania, Western states, New 
York, New Jersey. 


ANAESTHETIST: Graduate nurses. Post-graduate in 
Anaesthesia. 175 bed Mid-western hospital. (b) 125 bed 
hospital, South Dakota. (c) 200 bed hospital, Tennessee. 
Salary open. ‘ 


RECORD LIBRARIAN: 200 bed Pennsylvania hospital. Ex- 
perience in Record Room work. Salary open. : 














Use The Classified Advertising Columns 


Readers will find the classified advertising columns in this 
magazine of value when seeking help or a new position. 


It may also be used to advertise the sale of used equipment. 
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YOU WILL WANT 
THIS BOOKLET 


It is up to the minute in its de- 
scription of the G-E Hemolator, 
and includes a bibliography of 
literature on the subject of pneu- 
contraction; collateral circulation is pro- matic vascular exercise. 





@ Suction and pressure alternate to produce 
gentle vascular ‘massage by dilatation and 








moted; cyanosis diminishes; warmth is re- 
stored and discomfort ceases. 

Briefly, these are the results observed by 
able investigators in the treatment of the 





occlusive arterial ~disorders by rhythmic 
pneumatic vascular exercise. Department F-510 

The G-E Hemolator offers marked ad- G-E X-RAY CORPORATION 
‘ ae ‘ , 2012 Jackson Boulevard 
vantages in application of this modality... Chigigo, Bfinpis 


wide range, completeness of control, more Please send me your booklet 7P-70 
"a ‘ 
comfortable and convenient treatment boot, 


Name 





improved boot-to-thigh seal. 
Address 





GENERAL @ ELECTRIC 
X-RAY CORPORATION 

















